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SUPPLIED: 
As 5-grain tablets tn 
bottles of 25, 100, 500, 
and 1000 tablets. 
Powder: 1 oz.—8 oz. 
bottles. 
DOSAGE: 
Two tablets before and 
ofter meals, increased 
if necessary. 
Powder: As a diges- 
tant — from 10 to 20 
grains with each meal 


Distribution (through week) 
of treatments for digestive 
complaints in two plants 
over a 6 month period. 


ASTRO-INTESTINAL disturbances loom 

second as a cause of all absenteeism—and 
industrial physicians report that complaints from 
such causes occur with greatest frequency after 
a week-end or a holiday in which indiscretions 
in eating or drinking so often feature an attempt 
at “relaxation.” 

For prompt symptomatic-treatment of func- 
tional dyspepsias—as well as nervous and intes- 
tinal indigestion, gastritis, etc. —many physicians 
prescribe Peptenzyme Digestant Tablets, contain- 
ing pepsin with desiccated pancreas and duode- 
num — and providing valuable proteolytic and 
amylolytic enzymes. Peptenzyme Digestant Pow- 
der—similar in composition—is available for use 
in dry prescriptions. 

Peptenzyme Digestant Tablets, and Powder, 
help to keep the civilian army on the job. 


REED & CARNRICK, sersey city 6,N. J. 
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Editorials 





CHICAGO MEDICAL SOCIETY ANNUAL 
CLINICAL CONFERENCE 

Even though started in war time, the Chicago 
Medical Society will hold its first annual clinical 
conference at the Stevens Hotel, Chicago, on 
March 14, 15, 16, 17, 1944. A group of out- 
standing clinicians from all parts of the country 
are being scheduled to present clinics and papers 
which will be of general interest to all physicians. 

Committees appointed some time ago have 
been functioning faithfully so that everything 
will be properly arranged before the clinical 
conference begins. The Executive Committee, 
with Charles H. Phifer, as chairman has Robert 
8. Berghoff, Warren W. Furey, Oscar Hawkin- 
son, Julius H. Hess, James H. Hutton, Herman 
L. Kretschmer, Malcolm MacEachern, Josiah J. 
Moore, Fred H. Muller, George W. Post, and 
James P. Simonds on its personnel. 

The program committee is composed of some 
30 prominent Chicago physicians representing 
every branch of medicine and they are assuming 
responsibility for the selection of clinicians and 
speakers to develop a well balanced and highly 
interesting four day session. 

As is the case in most present day big meet- 
ings, there will be both a scientific and technical 
exhibit, and good progress is reported on the 
respective activities of the committees respon- 
sible for their selection. Medical Journals of the 
Middle West will carry notices concerning the 


meeting, and the successive Bulletins of the 
Chicago Medical Society will likewise have much 
information pertaining to the clinical conference. 
Thousands of physicians will likewise receive 
programs by mail so that all in this area will be 
well informed as to the character of the meet- 
ing and type of programs to be presented. 

We will predict that in years to come, the 
Chicago Medical Society Annual Clinical Con- 
ference will be one of the outstanding confer- 
ences of its kind held anywhere in the country. 

THOSE PLANNING TO ATTEND THIS 
CONFERENCE SHOULD MAKE THEIR 
HOTEL RESERVATIONS WITHOUT DE- 
LAY. 





PENICILLIN ASSIGNED TO STATE 
HEALTH DEPARTMENT 

It was recently announced that two million 
units of penicillin has been allocated to the 
Illinois Department of Public Health, to be 
used in the treatment of gonorrheal ophthalmia, 
the cases to be cared for at St. John’s Hospital, 
Springfield. From information at hand, it seems 
quite likely that this will be a pioneering project, 
as at the moment no record is available to show 
that penicillin has been used to this time in 
that type of condition. 

It has been reported that several cases of this 
type of ophthalmia in infants under care at St. 
John’s Hospital have not responded to the usual 
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treatment, and a great deal of interest will be 
created through this venture into modern re- 
search on the part of the State Health Depart- 
ment personnel. 

Penicillin being manufactured in such small 
quantities, and with a small percentage yet 
available for civilian use, its exact value as a 
therapeutic agent has not been definitely estab- 
lished, although many interesting reports have 
been issued following its use in a number of 
conditions, with excellent results. 

More recently information has been released 
relative to other molds and their extracts which 
may be of much value in the treatment of infec- 
tive conditions, and following the end of the war 
research workers will no doubt have additional 
incentives to develop many agents of value in 
the treatment of disease, some of which may 
prove to be of inestimable value. 
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ACTION IN TIME MEANS LIFE 

It has been stated that cancer is the most 
curable of the fatal diseases. That is an inter- 
esting statement and is not a contradiction of 
itself, as it might at first seem to be. Its justi- 
fications lies in the nature of cancer itself — for 
cancer in its early stages is localized, limited, 
and capable of being completely removed or de- 
stroyed. 

Cancer in its late stages is as sinister as a 
disease can be. It is widespread and has in- 
vaded surrounding tissues with ill-defined ir- 
regular strands of abnormal growth. If u- 
treated and unchecked, cancer is uniformly and 
universally fatal. It is this grim fact that brings 
out the contrast between early and late stages 
of the disease. 

The picture, however, is far from being a 
gloomy one. Each year more and more people 
are learning that “time” is the key word in 
cancer control. Each year thousands more 
people are coming to their doctor with very early 
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signs and symptoms that may mean cancer. As 
a result they are being treated in time to pre- 
vent cancer or to cure it if it has started. The 
value of annual or semi-annual physical examin- 
ation is becoming clearer to an ever-increasing 
number of men and women. The Women’s Field 
Army of the American Society for the Control 
of Cancer is growing yearly at a faster rate. To- 
day three hundred thousand women throughout 
the United States are enlisted in the fight a- 
gainst cancer — the fight to bring knowledge 
and confidence into every home in the country. 

Cancer Prevention Clinics — where perfectly 
well persons report periodically for a physical 
“check up” — have been established in some 
cities and are doing excellent work. The idea 
will spread and grow. Lives will be saved, suf- 
fering avoided. Death will be cheated. Amer- 
cans of the future will visit such clinics as a 
matter of routine. 

It is well when the world is darkened by the 
fierce storm clouds of war to remember that there 
are men and women working quietly but tire- 
lessly to allay fear and to bring peace and hope 
to hundreds of thousands of people — to your 
friends and mine — to your family and mine — 
perhaps to you and me ourselves. 

For thirty years the American Society for the 
Control of Cancer at 350 Madison Avenue, New 
York City, has been the leader in this cam- 
paign. It will gladly provide, without charge, 
information which you may desire. It asks you 
to enlist in the fight against cancer for your 
own sake as well as for those whom you may be 
able to help. Do not delay. Remember that in 
cancer “action in time means life”. 

C. C. Little, SeD., Managing Director of 
the American Society for the Control of 
Cancer 





CHAIRMEN OF THE COMMITTEE ON 
ARRANGEMENTS FOR THE 1944 
ANNUAL MEETING 


Committee on Arrangements and Executive 
Committee 
Harry M. Hedge, 30 North Michigan Ave. 
Publicity 
H. Kenneth Scatliff, 4753 Broadway 
Alumni and Fraternity Luncheon 
W. H. Sazlett, 133 South Michigan 


EDITORIALS 





DID YOU GET YOUR JANUARY 
JOURNAL? 


If you are one of the few who did not re- 
ceive your copy of the January issue of the 
JOURNAL, here is the reason. 

The truck taking the complete issue from 
the printer to the post office caught fire. A 
few of the mail bags with their contents were 
badly burned. 

It was possible to determine the names 
on some copies and additional JOURNALS 
were printed and mailed at a later date. 
However, it was impossible to read all ad- 
dresses, and if you are one who did not 
receive a copy, please mail us a post card to 
30 N. Michigan Ave., Chicago 2, and it will 
be sent you promptly. 
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PRELIMINARY PROGRAM 
CHICAGO MEDICAL SOCIETY ANNUAL 
CLINICAL CONFERENCE 


March 14th, 15th, 16th & 17th, 1944 
Stevens Hotel — Chicago 


Tuesday March 14th 

Diagnostic Clinic “Breast Tumors” 

Dr. Alexander Brunschwig, Professor of 
Surgery, University of Chicago 

Diagnostic Clinic “Chronic Painful Feet” 

Address “Amoebiasis and Dysentery” 

Walter L. Palmer, Professor of Medicine 
University of Chicago 

Address “Value of X-Ray in the Study 
of Post Operative Emergencies and 
Complications” 

Dr. James T. Case, Professor of Ra- 
diology Northwestern University Med- 
ical School 

10:00-11:00 A.M. Intermission for Review of Ex- 

hibits 

11:00 A.M. Surgical Panel “Blood and Blood Sub- 

stitutes” 
Dr. Lester Dragstedt, Professor of Sur- 
gery University of Chicago 
Dr. Karl Meyer, Associate Professor of 
Surgery Northwestern University Med- 
ical School 
Dr. Sidney O. Levinson, Director Sam- 
uel Deutsch Convalescent Serum Cen- 
ter Michael Reese Hospital 
Dr. Garrott Allen, Instructor in the De- 
partment of Surgery University of 
Chicago 
12:00 to 1:30 P.M. Noon intermission 
1:30 P.M. Address “The Clinical Significance of 
Spontaneous Hemorrhage in Infancy 
and Childhood” 
Dr. Henry G. Poncher, Professor of 
Pediatrics University of Illinois School 
of Medicine 


9:30 A.M. 


Address “Anesthetic Emergencies” 
Lt. W. A. Conroy, M.C., Gardiner Gen- 
eral Hospital — Chicago, III. 


Diagnostic Clinic — “Industrial Derma- 
tosis” 

Dr. Earl Osborne, Professor of Derma- 
tology and Syphilology University of 
Buffalo School -of Medicine, Buffalo, 
New York 


3:00 to 4:00 P.M. 
hibits 

Address “The Use and Abuse of Cesarean 
Section” 

~ Dr. Edward G. Waters, Assistant Clinical 
Professor Obstetrics and Gynecology 
Columbia University School of Med- 
icine, New York 


Intermission for review of ex- 


4:00 P.M. 


Address “The Employment of the Handi- 
capped” 

Dr. Harold A. Vonachen, Medical Direc- 
tor Caterpillar Tractor Company, Peor- 
ia, Ill. 


Address “War Neuroses — Their Re- 
habilitation and Absorption into In- 
dustry” 

Dr. Lewis J. Pollock, Professor and 
Chairman Department of Nervous and 
Mental Diseases, Northwestern Uni- 
versity Medical School 


5:30 to 7:00 P.M. Dinner intermission 


7:00 P.M. Address “Recent Advances in Endoc- 
rinology” 
Dr. Willard O. Thompson, Associate 
Professor of Medicine University of 
Illinois College of Medicine 


7:30 P.M. Address “Fears and Anxieties in Chil- 
dren” 
Dr. Bert I. Beverly, Assistant Professor 
of Pediatric Psychiatry University of 
Illinois College of Medicine 
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8:00 P.M. Address “Penicillin” 
Dr. Donald G. Anderson, Research Fel- 
low in Medicine, Evans Memorial Hos- 
pital, Boston, Mass. 


8:30 P.M. Address “This Thing Called Allergy” 
Dr. Karl D. Figley — Toledo, Ohio 


9:00 P.M.” Address “Differential Diagnosis and 


Treatment of Ectopic Pregnancy” 
Dr. N. Sproat Heaney, Professor of Ob- 

stetrics and Gynecology (Rush) Uni- 

versity of Illinois College of Medicine 





Wednesday March 15th 
8:00 A.M. Address “The Management of Acute 
Head Injuries” 
Dr. Paul C. Bucy, Associate Professor of 
Neurology and Neurological Surgery 
University of Illinois College of Medi- 
cine . 
8:30 A.M. Diagnostic Clinic — “The Primary Man- 
agement of Injuries of the Eye Both 
Mechanical and Chemical” 
Dr. Glen W. Nethercut, Associate Oph- 
thalmologist Illinois Eye and Ear In- 
firmary 


9:00 A.M. Diagnostic Clinic — “Hematuria — 
Diagnosis and Treatment” 
Dr. Charles M. McKenna, Professor of 
Genito-Urinary Surgery University of 
Illinois College of Medicine 
9:30 A.M. Address “Heart Burn” 
Dr. Walter C. Alvarez, Professor of 
Medicine University of Minnesota 
Graduate School, Rochester, Minnesota. 
10:00 to 11:00 A.M. Intermission for review of ex- 
hibits 
11:00 A.M. Medical Panel “The Use of Sulphona- 
mides in Upper Respiratory Infections” 
Brig. Genl. Hugh J. Morgan, United 
States Army, Chief Consultant in Med- 
icine — Washington, D. C. 
Dr. Italo Volini, Professor and Head of 
Department of Medicine Loyola Uni- 
versity School of Medicine 
Dr. Oswald H. Robertson, Professor of 
Internal Medicine University of Chi- 
cago 
12:00 to 1:30 P.M. Noon intermission 


1:30 P.M. Address “Surgery of the Colon” 
Brig. Genl. Fred W. Rankin, U. S. Army 
Office of the Surgeon General, Wash- 
ington, D. C. 


-2:00 P.M. Diagnostic Clinic “Eczema” 


Dr. Edward A. Oliver, Professor and 
Chairman Department of Dermatology 
Northwestern University Medical 
School 


CORRESPONDENCE 57 


2:30 P.M. Diagnostic Clinic “The Problem of the 
Obese Child” 

Dr. I. P. Bronstein, Associate Professor 
of Pediatrics University of Illinois Col- 


lege of Medicine 


3:00 to 4:00 P.M. Intermission for review of ex- 
hibits 
4:00 P.M. Address “The Clinical Aspects of Heart 
Block” 
Dr. Louis N. Katz, Director of Cardio- 
Vascular Research, Michael Reese 
Hospital 
Dr. J. Roscoe Miller, Dean and Asso- 
ciate Professor of Medicine North- 
western University Medical School 


4:30 P.M. Address “Meningococcic Septicaemia and 
Meningitis” 
Lt. Col. Worth B. Daniels, Chief of 
Medical Service, Fort Bragg, N. C. 


5:00 P.M. Diagnostic Clinic “Diagnosis and Treat- 
ment of Functional Uterine Bleeding” 
Dr. Herbert E. Schmitz, Professor 
Gynecology and Obstetrics Loyola Uni- 
versity School of Medicine, and Asso- 
ciate, Dr. Janet Towne 


DINNER — 7:30 P.M. 


Grand Ball Room — Stevens Hotel — Informal 
For members of the profession, their ladres and friends. 


(Program to be announced later) 





Thursday March 16th 


Address “Management of Prolonged La- 
bor” 

Dr. William C. Danforth, Professor of 
Gynecology and Obstetrics North- 
western University Medical School 


Address “Bronchoscopy in Pulmonary 
Diseases of Childhood” 

Dr. Paul H. Holinger, Associate Profes- 
sor Laryngology, Rhinology and Otol- 
ogy University of Illinois College of 
Medicine 


Diagnostic Clinic “Diabetes” 


Address “Fractures” — 

(a) General Principles of Treatment of 
Fractures 
Dr. Kellogg Speed, Professor of 
Surgery University of Illinois Col- 
lege of Medicine 

(b) A Common Individual Type 
Dr. William R. Cubbins, Professor 
and Director Division of Bone and 
Joint Surgery Loyola University 
School of Medicine 


10:00 to 11:00 A.M. Intermission for review of ex- 
hibits 
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Address “Urology” 

Dr. Herman L. Kretschmer, Clinical Pro- 
fessor Genito-Urinary Surgery (Rush) 
University of Illinois College of Med- 
icine 

11:30 A.M. Address “Rheumatic Heart Disease” 
Lt. Comdr. David H. Rosenberg, U. S. 
Naval Hospital — Great Lakes, Illinois 
12:00 to 1:30 P.M. Noon intermission 
1:30 P.M. Address “The Abuse of Sedatives in 
Medical Practice” 

Dr. Frederick P. Moersch, Associate 
Professor Psychiatry University of 
Minnesota — Rochester, Minnesota 

2:00 P.M. Address “Some Aspects of the Tuber- 
culosis Problem” 

Colonel Esmond R. Long, Army Service 
Forces Office of the Surgeon General, 
Washington, D. C. 

2:30 P.M. Address “Malaria” 

Lt. Colonel Charles M. Caravati, Chief 
of Medical Service and 

Captain Robley D. Bates, Jr., Officer in 
Charge of Malaria Study, Percy Jones 
General Hospital, Battle Creek, Mich- 
igan 

3:00 to 3:30 P.M. 
hibits 

3:30 P.M. Address “Prevention and Treatment of 
Eclampsia” 

Dr. William J. Dieckmann, Professor of 
Obstetrics and Gynecology University 
of Chicago. 

4:00 P.M. Address “Peritonitis” 

Dr. E. W. Alton Ochsner, Professor of 
Surgery Tulane University, New Or- 
leans, Louisiana 

4:30 P.M, Address “Trends in the Care of the 
Infantile Paralysis Patient” 

Dr. Herman C. Schumm, Associate Pro- 
fessor Orthopaedic Surgery University 
of Wisconsin School of Medicine — 
Milwaukee, Wisconsin 

5:00 P.M. “Clincial Pathological Conference” 

Dr. Edwin F. Hirsch, Director of Henry 
Baird Favill Laboratory St. Luke's 
Hospital 

Military Program — 8:00.P.M. 


(Details to be announced later) 


Intermission for review of ex- 





Friday March 17th 


Address “Obscure Abdominal Tumors: 
How the Roentgen Examination Can 
Aid in their Diagnosis” 

Dr. Adolph Hartung, Professor of Ra- 
diology University of Illinois College 
of Medicine 

8:30 A.M. Address “Surgical and Medical Manage- 


ment of Burns” 
Dr. Henry N. Harkins, Associate Pro- 
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fessor Surgery — Johns Hopkins Hos- 
pital — Baltimore, Maryland 

9:00 A.M. Address “Gynecological Disorders among 

Industrial Workers” 

Dr. H. Close Hesseltine, Associate Pro- 
fessor Obstetrics and Gynecology Uni- 
versity of Chicago ' 

Address “The Practical Side of En- 
docrinology” 

Dr. Roy G. Hoskins, Managing Editor 
Journal of Clinical Endocrinology, Bos- 
ton, Massachusetts 

10:00 to 11:00 A.M. Intermission for review of ex- 

hibits 

11:00 A.M. Address 

Blood” 

Dr. Roy R. Kracke, Professor of Pathol- 
ogy Emory University — Atlanta, 
Georgia 

11:30 A.M. Address “Emergency Maternal and In- 

fant Care — How it Affects the Doc- 
tor” 

Dr. Hugo V. Hullerman, Chief, Division 
of Maternal and Child Hygiene — De- 
partment of Public Health — State of 
Illinois — Springfield, Illinois 

12:00 to 1:30 P.M. Noon intermission 

1:30 P.M. Address “Complications 
Fixation of Fractures” 

Dr. J. Albert Key, Professor of Ortho- 
paedic Surgery — Washington Uni- 
versity — St. Louis, Missouri. 

Diagnostic Clinic “Fungus Infections of 
the Skin” 

Dr. J. H. Mitchell, Professor of Derma- 
tology (Rush) University of IIlinois 
College of Medicine 

Address “Coronary Disease” 

Dr. Drew W. Luten, Asso. Professor 
Clinical Medicine, Washington Uni- 
versity School of Medicine, St. Louis, 
Mo. 

Address “Cause of Reactions in Blood 


“Effects of Drugs on_ the 


of External 


3:00 P.M. 
Transfusions” 

Dr. I. Davidsohn, Director of Labora- 
tories and Pathologist Mt. Sinai Hos- 
pital 

Registration Fee $5.00 

HOTEL RESERVATIONS 

Reserve your Hotel room now, in order to be certain 
your hotel accommodations will be ready for you upon 
your arrival in Chicago. 

Rates for Rooms 

Single Rooms — $3.50 to $6.00 per day 

Double Rooms — $5.00 to $10.00 per day 

Twin Bed Rooms — $6.00 — 7.00 — 8.00 — 10.00 

per day 

For reservations communicate with Dr. Fred H. 

Muller, Chairman Hotel Committee c/o Chicago Med- 


ical Society — Room 1502 — 30 N. Michigan Avenue, 
Chicago 2, Illinois. 
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PROCEDURES FOR OBTAINING REIM- 
BURSEMENT BY AGENCY MAKING 
AVAILABLE NECESSARY TREAT- 
MENT, CARE, AND SUPPLES RE- 
QUIRED BECAUSE OF LAST ILL- 
NESS OF OLD AGE PENSION RE- 

CIPIENTS 


GENERAL INSTRUCTIONS 


In accordance with the policy announced in 
Official Bulletin No. 50, issued October 7, 1943, 
local relief agencies responsible for meeting the 
costs of medical and hospital care for non-paup- 
ers under Paragraph 25 of the Pauper Law may 
obtain from the Commission reimbursement in 
full for such portion of these non-pauper ex- 
penditures as represents the costs to the local 
agency of care extended during the last illness 
of Old Age Pension recipients. The period of 


last illness has been defined as a period of 60 
days which includes the day of death and 59 
days immediately preceding the day of death. 
Medical and hospital care may include costs for 
such items as ambulance, nursing care, nursing 
home care, and drugs. 

Under this policy for reimbursement in full 


for the costs of the last illness of Old Age Pen- 
sion recipients, the local relief agencies will not 
be relieved of their responsibility under Para- 
graph 25 of the Pauper Law (1) for meeting 
necessary medical and hospital costs for OAP 
recipients other than the costs for last illness; 
(2) for meeting all necessary medical and hos- 
pital costs for all other non-paupers. 

Agencies Receiving State Relief Funds. Local 
agencies receiving state funds for general relief 
purposes normally obtain through regular al- 
location procedures state funds to apply toward 
all-non-pauper medical costs, including costs of 
the last illness of Old Age Pension recipients. 
The procedures outlined in this bulletin provide 
for additional reimbursement when the total 
state funds allocated do not meet in full, proper 
costs incurred by such local agencies in provid- 
ing medical and hospital care during the last 
illness of Old Age Pension recipients. 

Agencies Not Receiving State Relief Funds. 
Local agencies not receiving state funds for gen- 
eral relief purposes may obtain reimbursement 


from state funds only for costs incurred during — 


the last illness of Old Age Pension recipients as 


defined. 
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Affidavit Not To Be Required. The affidavit, 
stipulated in Paragraph 15b of the Pauper Law 
and Rules 6 and 7 of Section II of the Commis- 
sion’s Rules and Regulations, shall not be re- 
quired as a condition of eligibility for receipt 
of medical or hospital care as a non-pauper. 
Wherever feasible, the local agency may require 
that the patient or his family submit a written 
application which will indicate that assistance 
in meeting such costs is being requested of the 
local agency. 

Reimbursement Requirements. As a prior 
condition for obtaining reimbursement for ex- 
penditures made during the last illness of Old 
Age Pension recipients, the local agency shall 
comply with the following regulations: 

1. Submit to the Commission for review and. 
approval a schedule of medical, hospital, and 
nursing, rates on the basis of which the local 
agency proposes to pay for medical and hos- 
pital care for general relief recipients and 
for non-paupers, including Old Age Pension 
recipients. 

. Establish for each case for which request 
for reimbursement is submitted written ev- 
idence that eligibility of the case was de- 
termined in accordance with Rule 4 of Sec- 
tion II of the Commission’s Rules and Reg- 
ulations. This written evidence shall be made 
available for inspection by representatives of 
the Commission. 

It will be necessary for the local relief agency 
to develop procedures for providing medical care 
for relief recipients and non-paupers including 
OAP, BA, and ADC cases in co-operation with 
physicians, hospitals, and County Departments of 
Public Assistance at its earliest convenience. 
The plan may be worked out with the help of the 
IPAC county representative and shall be sub- 
mitted to the Commission for review and accep- 
tance. 

INSTRUCTIONS FOR THE LOCAL RELIEF AGENCY 

IN PREPARING FORM AR-84, “REQUEST FOR RE- 

IMBURSEMENT BY AGENCY MAKING AVAILABLE 

NECESSARY TREATMENT, CARE, AND SUPPLIES RE- 

QUIRED BECAUSE OF LAST ILLNESS OF OLD AGE 


PENSION RECIPIENT” 
All local relief agencies of townships and com- 
mission counties shall be required to submit 


Form AR-84 in order to obtain reimbursement 
from the Commission for obligations incurred 
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for necessary treatment, care, and supplies re- 
quired during the last illness of an Old Age 


Pension recipient. 

‘The loca) agency sha)) prepare Form AR-34 
in quadruplicate, shall attach a copy of all 
itemized receipted bills to the original, and shall 
notify the TPAC county representative that this 
form has been prepared and is ready for review. 

Yhe county representative shall then review 
in the office of the focal agency information sup- 
plied by that agency and by the County Superin- 
tendent of Public Assistance, and make such ad- 
ditional check of the books and records of the 
local relief agency and the County Department 
of Public Assistance as may be necessary to de- 
termine whether or not the case was eligible for 


medical and haspital assistance from the focal 
relief agency. (instructions for applying Rule 
4 of Section [f of the Rules and Regulations to 
Old Age Pension cases are available in the office 
of the IPAC county representative.) The local 
relief agency is entitled to receive reimbursement 
for last illness only during that portion of the 
60-day period in which the OAP recipient was 


in active or suspended status. If his examination 


reveals any question as fo the eligibility of the 
ease, the county representative shall discuss any 


necessary correction or adjustment in the report 

with the oca) relief agency concerned, 

When all necessary adjustments have been 
made, the county representative shall sign the 
form in the space provided and route copies 
of the form as follows: 

1. Origmal with attached itemized receipted 
bills to the Division of Allocation and Re- 
search of the I)linois Public Aid Commission, 
Room 2000, 160 North La Salle Street, Chi- 
cago 1, 

2. The second copy to be retained by local 
agency. 

3. The third copy to the County Superintendent 
of Public Assistance. 

. The fourth copy to be retained by the IPAC 

county representative. 

The loca) relief agency shall prepare Form 
AR-84 as follows: 

Township. Self-explanatory. 

County. Self-explanatory 

Name and Case Number of OAP Recipient. 
Enter the name and case number of the recipient 
in whose behalf the local relief agency incurred 
obligations against relief funds for care given on 
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the day of death or within 59 days immediately 
preceding the day of death. 

Address. Enter home address of the recipi- 
ent at the time of his last illness, 

Date and Place of Death. Enter date and 
Place of recipient's death. State the name of 
hospital, nursing home, or imstitution in case 
death occurred in one of these places. 

Nature of Last Illmess. Enter the attending 
physician’s complete diagnosis if obtainable. 
When a written diagnosis from the physician is 
not available, state the nature of the illness as 
understood by the local agency, 

Net Obligations Incurred. ITtemize in this 
section only such services and supplies as were 
given on the day of death or within 59 days im- 
mediately preceding the day of death. In in- 
stances where the local agency gave medical or 
hospital aid or supplies for a longer period, such 
items shall not be entered in this section al- 
though they were given in connection with the 
illness which ultimately led to the recipient's 
death. For example, if surgery was performed 
65 days preceding the death of an Old Age Pen- 
sion recipient, the cost of which surgery was 
paid from relief funds, in accordance with the 
local agency’s responsibility under Paragraph 
25 of the Pauper Law, this item should not be 
entered in the request for reimbursement. 

Column a — Person or Institution. Enter the 
name of physician, druggist, nurse, hospital, etc., 
furnishing treatment, care, and supplies. 

Columns b and ¢ — Treatment, Care, and 
Supplies Fwmnished. Enter the date or inclusive 
dates on or between which treatment, care, and 
supplies were furnished for each item listed in 

Column d — Total. This column shall repre- 
sent the tota) obligations against relief funds on 
the date of death or within 59 days immediately 
preceding death and shall equal the total of en- 
tries in columns e, f, and g. 

Columns e, f, and g. Enter total obligations 
incurred for each month. 

Signature of Local Authority. The local 
authority shall read and complete the certifica- 
tion and sign and date Form AR-84. 


INSTRUCTIONS FOR SUBMITTING ITEMIZED 
RECEIPTS 


At the time reimbursement is requested, re- 
ceipts for payments made must be submitted by 
all local relief agencies. 
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Receipts are necessary only for those bills in- 
curred for the 60-day period designated as the 


last illness of Old Age Pension recipients. All 
itemized receipts must be attached to the original 
copy of Form AR-84. 


Requests for reimbursement for bills incurred 
for care given between July 15, 1943 and De- 
cember 31, 1943 may be submitted at any time 
prior to March 1, 1944, Thereafter, such re- 
quests shall be submitted to reach the Chicago 
office of the Commission not later than 60 days 
following the death of the Old Age Pension 
recipient in whose behalf the local relief agency 
incurred the bills. To facilitate review by the 
Commission, each request for reimbursement 
shall be submitted as promptly as possible after 
the death of each Old Age Pension recipient and 
hot accumulated for submittal along with re- 


quests pertaining to other recipients. 


In order to maintain proper controls and rec- 
ords of expenditures made during the last illness 
of Old Age Pension recipients, all local relief 
agencies wishing to obtain reimbursement from 
the Commission shall maimtaim records of ex- 
penditures and prepare reports for this purpose, 
as described under instructions for recording re- 


imbursements. 


INSTRUCTIONS FOR THE COUNTY 


REPRESENTATIVE 


In signing this statement the county repre- 
sentative certifies that he has made a thorough 
examination of the books and records of the local 
relief agency and the records of the OAP recipi- 
ent as maintained in the office of the County 
Department of Public. Assistance and that 
eligibility has been determined in accordance 
with Paragraph 25 of the Pauper Law and Rule 
4 of Section II of the Commission’s Rules and 


Regulations. 


The county representative shall investigate the 
status of the OAP recipient during the entire 
60-day period of last illness and shall determine 
the period in which the recipient was in active 
or suspended status. The local relief agency is 
entitled to receive reimbursement for last illness 
only during that portion of the 60-day period 
in which the OAP recipient was in active or 
suspended status. 
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The county representative shall then sign and 
date all four copies of the form and forward 


them. 
Initial supplies of Form AR-84 are being 


mailed to all county representatives. Additional 


supplies may be requisitioned as needed from 
Stores Department, 


INSTRUCTIONS FOR RECORDING REIMBURSEMENTS 


FOR THE LAST ILLNESS OF OLD AGE 


PENSION RECIPIENTS 


Kevmbursement of Units Receiving State Re- 
lef Funds. 'Yownships or commission counties 
which are receiving state relief funds may in- 
clude in the “Estimates of Relief Requirements,” 
Forms AR-87, all proper expenditures which they 
make in conformity with rules of the Commis- 
sion for medical and hospital care of “non-paup- 
ers,” including Old Age Pension recipients, and 
state relief funds will be allocated accordingly. 
When expenditures for last illness subsequently 
have been accounted for on the basis of approved 
Forms AR-84 submitted to the Commission, ad- 
ditiona) allocations wil) be made to those )oca) 
authorities whose payments for last illness have 


not been fully met by state funds. 


Revmbursement of Units Not Receiving State 
Relief Funds. Townships or commission coun- 
ties not receiving state relief funds (eligible or 
ineligible for state relief funds) will be reim- 
bursed for all proper expenditures, made in con- 
formity with Rules of the Commission, for med- 
ical and hospital care required as a result of 
the last illness of Old Age Pension recipients. 
This reimbursement will be made on the basis 
of approved Forms AR-84 submitted to the Com- 
mission. 


Method of Recording Reimbursement. Town- 
ships or commission counties when reimbursed 
by the Commission for proper expenditures made 
for medical and hospital expense of the last ill- 
ness of Old Age Pension recipients shall record 
such reimbursements in the “Allocation” and 
“Receipts” columns of the control ledger with 
the identifying information “Last Illness Al- . 
location” in the “Particulars” column. 


RAYMOND M. HILLIARD 
Public Aid Director 











MENTAL HEALTH ACT 
Physicians’ Certificate 

Several county judges have relayed to the De- 
partment of Public Welfare some anxiety on the 
part of physicians lest they be subject to malprac- 
tice suits resulting from filling out Physicians’ 
Certificates required for the admission of mental 
patients to the State Hospitals. The objection 
has especially been raised to giving the specific 
name of the suspected mental illness on Form 
6, line 5. 

The physicians are hereby advised that the 
forms will be acceptable if instead of giving the 
name of a specific mental illness such phrases as 
the following are employed: “I believe him to be 
suffering from mental illness,” “Depression,” 
“Confusion”, and other descriptive but not diag- 
nostic phrases. 

The Department being aware of the shortage 
of physicians, is arranging to reduce the number 
of medical examinations needed by combining 
the forms for emergency admission and _ per- 
manent court commitment. These forms were 
formerly numbers 13 and 6, respectively, and 
are now being combined into a new form 6 which 
is currently in the hands of the printers. 

It is anticipated that these forms will be in 
the hands of each county clerk for distribution 
to physicians soon after February 15. 

The Department of Public Welfare welcomes 
suggestions from the medical profession as to the 
operation of the Mental Health Act for the 
convenience of the busy practitioner, as well as 
to meet the needs of mentally ill persons in this 
State. Suggestions. should be sent to Conrad 
Sommer, M.D., Deputy Director, Department of 
Public Welfare, Mental Hygiene Service, Spring- 
field, Illinois. 





AMERICAN COLLEGE OF SURGEONS TO 
HOLD 22 WAR SESSIONS 


Twenty-two cities distributed throughout the 
United States and Canada have been selected by 
the American College of Surgeons as headquar- 
ters for one-day War Sessions to be held in 
March and April, 1944. Advancements in mili- 
tary medicine and developments in civilian med- 
ical research and practice under the spur of the 
war emergency will be presented by authorities 
representing governmental agencies and by ci- 
vilian physicians and* surgeons. 
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The meetings will be open to the profession at 
large, including medical officers of the Army and 
the Navy, residents, interns, medical students, 


and executive personnel in hospitals. For the 
latter special hospital conferences, to be held si- 
multaneously with the scientific sessions, are 
being arranged. Those who plan to attend the 
War Sessions may select the meeting which in 
place or time is most convenient, regardless of 
the states and provinces which, for the purposes 
of organization, are designed on the schedule as 
participating in a given meeting. 

The United States Army, Navy, Public Health 
Service, Veterans Administration, Procurement 
and Assignment Service, and the Office of Ci- 
vilian Defense, are assigning representatives to 
participate in the meetings. In Canada, the 
corresponding agencies are likewise assigning 
official representatives. Experiences of medical 
officers who have been on active duty in combat 
zones will be especially featured. In the hospital 
conferences, such agencies as the War Production 
Board, the War Manpower Commission, the 
American Red Cross, and groups interested in 
student nurse recruitment, will be represented. 


Each meeting will open at 8:30 a. m. with the 
showing of official U. S. Army and U. S. Navy 
films on medical and surgical subjects, such as 
evacuation of the wounded, fractures, bomb blast, 
burns, and treatment of wounds. From 9:30 to 
11:30 Army and Navy representatives who have 
been on active duty abroad will report; from 
11:30 to noon representatives of the Public 
Health Service will report on measures for the 
control of endemic and epidemic diseases. Cur- 
rent problems of the Procurement and Assign- 
ment Service will be presented by a representa- 
tive at the luncheon conference from 12:15 to 
2:00 o’clock. Between 2:15 and 5:00 p. m, 
three scientific presentations by medical members 
of the armed forces and by civilian members of 
the medical profession will be made; a scientific 
presentation will be made by a representative of 
a medical service in industry; and the program 
for veterans will be presented by a representative 
of the Veterans Administration. From 5:00 to 
5:30 p. m. the need for protective services in 
time of war will be presented by a representative 
of the Office of Civilian Defense. The con- 
cluding session will be a dinner meeting and 
open forum with all participants in the day’s 
program as the panel of experts to lead discus- 
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sion of any and all subjects presented during the 
day together with other problems of interest to 
the medical and hospital professions. The mo- 
tion picture showing, public health service ses- 
sion, luncheon conference, civilian defense pro- 
gram, and the dinner meeting and open forum 
will be attended by both the medical and hospital 
groups. The hospital representatives will discuss 
wartime hospital problems and how they are 
being solved, from 9:30 to 11:30 a. m., and will 
hold a round table conference on “Wartime Hos- 
pital Service” from 2:15 to 5:00 p. m. Illinois- 
Wisconsin session will be held at the Stevens 
Hotel, Chicago, Monday, March 6, 1944. 





ANNOUNCEMENT OF REFRESHER 
COURSE IN OTOLARYNGOLOGY 

The Department of Otolaryngology of the 
University of Illinois College of Medicine an- 
nounces its spring refresher course, to be held 
at the college in Chicago, March 20 to 25, incl. 
1944. The course will be largely didactic, but 
some clinical demonstrations have been included. 
It is intended primarily for specialists, who 
under existing conditions, are able to devote 
only a brief period to postgraduate review study. 
The fee is $50.00. Registration will be limited. 
In letter requesting application, state school and 
year of graduation; also give details concerning 
specialty training and experience. Address — 
Department of Otolaryngology, University of 
Illinois College of Medicine, 1853 West Polk 
Street, Chicago, Illinois. 





MISSISSIPPI VALLEY MEDICAL 
SOCIETY TO MEET IN PEORIA 

The Tenth Annual Meeting of the Mississippi 
Valley Medical Society will be held at the Pere 
Marquette Hotel, Peoria, Ill., next Septemeber 
2%, 28. The officers recently elected are: Presi- 
dent, C. Paul White, Kewanee, IIl., President- 
Elect, Grayson L. Carroll, St. Louis; First Vice- 
President, Milton E. Bitter, Quincy, IIl., Sec- 
ond Vice-President, E. A. Cunningham, Lou- 
isiana, Mo., Third Vice President, Con R. 
Harken, Osceola, Ia., Secretary-Treasurer Har- 
old Swanberg, Quincy, Ill. Members of Board 
of Directors; (Illinois) Charles Harmon of 
Springfield, G. A. Sihler, Jr., of Litchfield, L. 
H. Sloan and C. C. Maher of Chicago, E. F. 
Parker of Moline, E. E. Nystrom of Peoria and 
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Ralph McReynolds of Quincy; (Missouri) F. J. 
Tainter and Clyde Dyer of St. Louis, and W. F. 
Francka of Hannibal; (Iowa) F. A. Hennessy of 
Calmar, J. H. Randall of Iowa City, and B. J. 
Dierker of Ft. Madison. Although no Scientific 
Exhibits were shown last year they will be a fea- 
ture of the Peoria meeting next September. 





EARLY AVIATION MEDICINE 


One hundred and twenty years before the airplane 
was invented in 1943 the first medical studies or ex- 
periments were made on flying. It was about this time 
that the first hot air balloons were being made, and 
after small ones ascended, larger ones were made and 
the people wondered whether it would be safe for a 
human. To test this they sent the first animals ever to 
fly — a chicken, a duck, and a sheep. These descended 
with no ill effects, and it was thought safe for a 
human. It was decided first to try a criminal; if he 
came back alive he was to have his freedom. It 
happened, however, a young, daring French nobleman 
named Pilatre de Rozier, volunteered, probably after 
many caustic and taunting remarks from a French 
mademoiselle who hoped to get rid of him in this 
manner. At any rate she was unlucky because he 
came back after an uneventful ascent on October 15, 
1783. About two months later this same de Rozier 
noticed pain in his ears on another ascent. This is 
historic as the first reported ill-effects of flight, and 
is still important today. 

Three years later, in 1786, a technical “Handbook 
of Aeronautics” contained the first reference to lack 
of oxygen to appear in the literature. Speaking of 
an ascent: “The spirits are raised by the purity of 
the air, and rest in a cheerful composure. In an 
ascent all worries and disturbances disappear as if by 
magic due to the change from hot, putrid, and impure 
air to cool, pure air impregnated with the invigorating 
aerial acid.” 

In 1862 a couple of men, Glaisher and Coxwell by 
name, ascended to the remarkable height of 29,000 
feet. Glaisher noticed he could not see well, and his 
hearing was fading, next his legs and arms became 
paralyzed. He had the presence of mind to grasp 
the valve rope in his teeth and as they descended his 
senses gradually returned to normal. This gives the 
first picture of severe oxygen lack due to altitude. 

The first physician to devote his entire time to the 
study of the medical problems of aviation was Paul 
Bert, of France, who after many years of study, pub- 
lished in 1878 a book of some 1200 pages describing 
his findings.—Leonard K. Knapp, New Orleans Med- 
ical and Surgical Journal, August, 96: 63, 1943. 





The health of the people is really the foundation 
upon which all their powers as a State depend. Ben- 
jamin Disraeli. 








Medical Economics 


Edited by R. K. Packard, M.D., Chairman of the Committee on Medical Economics of the Illinois State 


Medical Society, 826 East 61st Street, Chicago, Illinois. 





The Wagner-Murray-Dingell Bill remains the 
most important medical economic problem both 
from the viewpoint of the profession and the 
public. 


It would seem that The American Medical 
Association and the state and local societies are 
attacking the problem in the practical way. The 
National Physicians Committee is continuing its 
excellent work and should have our continued 
support especially during this critical year. 


Just recently there has been organized the 
Association of American Physicians and Sur- 
geons, Inc. This organization was sponsored and 
founded under the leadership of a group of phy- 
sicians all members of the Lake County Medical 


Society of Indiana. Articles of Incorporation 
and By-Laws have been adopted, officers and 
directors elected. Under the Articles of Incor- 
poration the purpose or purposes are set forth as 
follows: 


To supplement the work of existing scien- 
tific medical societies by uniting physicians 
and surgeons so that they may act effectively 
in the public interest to improve the quality 
of medical care; to achieve the universal dis- 
tribution of medical and surgical care under 
conditions that will both improve the quality 
of the service and remove economic barriers 
to its delivery; to establish general public 
understanding of and cooperation with the 
profession in the objectives and purposes of 
individual and organized activities and to 
promote ideal relations between the profession 
and the public; and to protect and improve 
the welfare and interests of its members in 
order that the profession may improve its 


service through the maintenance of profession- 
al and ethical standards that will attract the 
best of men and women to the study and prac- 
tice of the art and science of medicine, and to 
that end will stress moral character and eth- 
ical attitude of applicants for matriculation 
as being of equal importance with scholastic 
attainments. It is committed to policies which 
give to the individual physician as well as to 
the patient his freedom of action, so that the 
traditional relation of physician and patient 
shall be maintained inviolate. 

The ultimate test of all of its actions shall 
always be the public interest. 

All of the physicians in the United States have 
been or will be mailed the Articles of Incorpora- 
tion and By-Laws which set forth in great detail 
the purpose of the organization and the By-Laws 
governing the same. Every physician should 
take the time to read them in full. 

The organization’s objectives as set forth in 
the Purposes are praiseworthy. However, Article 
XIII of the By-Laws is as follows: 

A. It is not in the public interest and is 
inimical to the interests of this Associa- 
tion and of its members for them to en- 
gage in or associate in consultation or 
other cooperation with others engaged in: 
Participation in any plan, scheme, o 
system whereby 
An individual physician is responsible 
jointly, severally, or collectively for the 
provision of general medical benefit in 
any area, territory, or district ; 
Remuneration for services, or a schedule 
of fees, is arbitrarily fixed by any public 
authority, officer, or agency ; 
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(c) Any fee scale or schedule may be fixed 


on a nation-wide basis without regard to 
local conditions or needs ; 

The number of potential patients of any 
practitioner may be fixed by any public 
authority, officer, or agency ; 


Any complaint or charge against a par- 
ticipating physician concerning profes- 
sional acts or omissions may be heard and 
determined by any lay individual or by a 
board, panel, or committee, a majority of 
whom are not physicians and surgeons; 
provided, that nothing herein shall be 
construed to abridge the right of a hos- 
pital to adopt and enforce rules for the 


management of the institution and its. 


medical and surgical staff, nor to deny 
the courts in any jurisdiction the right 
and power to function according to law; 


The patient is ordinarily denied the right 
to consult one physician and obtain his 
services without the advice or consent of 
another ; 


Any person is compelled to enter into a 
scheme or plan of health insurance or 
benefits ; 


Serving upon the staff of any hospital 
whose standards are or may be fixed by 
any public authority, officer, or agency, 
to the exclusion of, or without the voice 
of, the management of such hospital and 
the members of its medical and surgical 
staff. 


Nothing herein shall be construed as an 
attempt to control or interfere with phy- 
sicians and surgeons serving with the 
American Red Cross or serving in the 
armed forces. 


The code of ethics of the American Med- 
ical Association is adopted for the gov- 
ernment and control of the members of 
this Association, in so far as it is com- 
patible with the objectives hereof. 


., By becoming a member of this Associa- 


tion, such member does thereby subscribe 
to and agree to promote, observe, and 
defend all of the principles of the As- 
sociation as set forth in its articles of 
incorporation, these by-laws, and any 
subsequent lawful order. 
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This raises a very important question of 
whether this does not smack somewhat of a 
union. While most of us are opposed to any 
form of state medicine we will not take the posi- 
tion of defying the government if we are un- 
fortunate enough to have the Wagner-Murray- 
Dingell Bill or some portion of it adopted. Then 
it becomes the question of every individual phy- 
sician as to whether or not he cares to participate 
under such regulations in the rendering of med- 
ical care. 

As previously stated the American people and 
the government will and should look to the 
American Medical Association for medical lead- 
ership. 

It will be interesting to note what progress 
the Association of American Physicians and 
Surgeons, Inc. makes in enrolling membership 
throughout the various states. 

The American Medical Association has always 
welcomed all organizations that maintained high 
standards to assist them in their program and 
policies. One must question the advisability at 
the present time of supporting the Association 
of American Physicians & Surgeons, Inc. because 
it quite probably would cause some disturbances 
in the plans of the American Medical Associa- 
tion that would have severe political repercussion 
at the present time. 

R. K. Packard, M.D., Chairman 
Committee on Medical Economics 
January 29, 1944 





THE GREAT PHYSICIAN 


“In the history of medicine there are many names 
associated with the discovery of facts, with learned 
treatises and with technical achievements of one kind 
or another; there are relatively few of whom we 
think especially as physicians in the sense in which 
this word is used in regard to Suydenham, for in- 
stance. It is a rare blending of learning and humanity, 
incisiveness of intellect and sensitiveness of the spirit, 
which occasionally come together to an individual 
who chooses the calling of Medicine; and then we have 
the great physician.”—Doctor and Patient by Francis 
W. Peabody, M.D. 


The hospital must share with the home the disgrace 
of being a major reservoir of tuberculosis infection. 
Patients with undiagnosed, as well as diagnosed tuber- 
culosis pass on the disease to employees. Employees 
take it home to their families. The Modern Hospital, 
Oct., 1943. 
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POSTWAR GRADUATE MEDICAL 
EDUCATION 


A Preliminary Report by the Council on Medical 
Education and Hospitals 


Thousands of physicians whose hospital train- 
ing has been interrupted by the call to military 
service will be seeking advanced training after 
the war. Therefore the Council on Medical Ed- 
ucation and Hospitals has undertaken a study 


TABLE 1.—DISTRIBUTION OF RESIDENCIES 


Anesthesiology 

Cardiology 

Cc icable 

Dermatology and syphilology 
Epilepsy 

Fractures 

Gynecology 
Obstetrics-gynecology 
Obstetrics 

Malignant disease 

PED - cnn ce cen beast tans kesh hen shake obuabhehuksbeKe 1,085 
Mentally deficient 
Neurosurgery 

Neurology 

Psychiatry 

Ophthalmology 
Otolaryngology 
Ophthalmology-otolaryngology 
Orthopedics 

Pathology 

Pediatrics 

Physical therapy 

Radiology 

Surgery 

Plastic surgery 

Traumatic surgery 

Thoracic surgery 
Tuberculosis 





of postwar graduate educational facilities as one 
of its major responsibilities. A preliminary sur- 


vey has been instituted to determine all avail- 


able and potential facilities for advanced train- 
ing in connection with intern and residency hos- 
pitals, undergraduate and graduate medical 
schools, departments of health, state medical as- 
sociations and other agencies interested in grad- 
uate or postgraduate medical education. 
Information regarding postwar residencies and 
fellowships, basic medical science instruction, 
public health education and other postgraduate 
courses was requested from 1,267 institutions 
and agencies including 1,041 hospitals approved 
for intern and residency training. Replies have 
now been received from 641 hospitals, 55 medical 
schools, 25 departments of health, 23 state med- 
ical associations and 15 special societies and 
examining boards. The information obtained 
is most encouraging. It indicates clearly that 
constructive planning is under way and that 


institutions are anxious to cooperate to the full - 


limit of their facilities. The Council recognizes 
that there will be opportunities for the develop- 
ment of additional high grade training programs 
in institutions that have not yet reached their 
full educational capacity. However, it does not 
wish to encourage the organization of new res- 
idencies, fellowships and postgraduate courses 
unless satisfactory facilities can be provided. 
While the survey is still incomplete, the follow- 
ing observations are of interest. 


RESIDENCIES AND FELLOWSHIPS 


How many residencies will be required to meet 
the demands of medical officers seeking advanced 
training after the war? There are many un- 
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TABLE 2,—DISTRIBUTION OF POSTGRADUATE 
COURSES 


Number of 
Courses 


Physicians 
Accommodated 


1,447 


Subjects 


General postgraduate courses 
Allergy oe 
Anatomy 28 
Anesthesia 60 
Cardiology 

Electrocardiography 

Dermatology and syphilology 

Clinical pathology and bacteriology . 

Biochemistry 

Hematology 

Pathology 

Obstetrics 

Obstetrics-gynecology 

Medicine 

Gastroenterology 

Endocrinology 

Malignant diseases 

Neurology 

Psychiatry 

Ophthalmology 

Otolaryngology 

Orthopedics 

Pediatrics 

Radiology 

Surgery 

Proctology 

Neurosurgery 

Tuberculosis 

Urology 

Public health 

Venera! diseases 

Industrial medicine 

Aviation medicine 


Totals 


known quantities as regards the duration of 


hostilities, casualties among medical personnel,. 


rate of demobilization, opportunities for perman- 
ent assignment in the Army and Navy, postwar 
subsidies and other economic factors. It has 
been estimated, however, that approximately 12,- 
000 graduates of recent years are now serving 
in the armed forces whose previous training in 
civilian hospitals did not extend beyond the in- 
tern year. Perhaps 6,000 of this group will 
later seek hospital appointments. In addition 
there is the possibility that some 2,000 former 
residents may return to complete their original 
assignments or establish themselves in other spe- 
cialties. Thus with a normal civilian comple- 
ment of 5,500 residents the approved hospitals 
may be called on to furnish a total of 12,000 
or 13,000 residencies in the immediate postwar 
period. 


Can this demand be met? 


Under normal conditions the 660 civilian hos- 
pitals approved for residency training supply 
facilities for approximately 5,500 resident physi- 
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cians. In the present survey 545 hospitals re- 
port 8,028 residencies. 

It is apparent from these figures that many 
institutions have almost doubled their educa- 
tional capacity for postwar training. If this de- 
gree of expansion is maintained, it should be 
possible to develop the required twelve or thir- 
teen thousand residencies in the approved hos- 
pitals, especially if the potentialities of the 
internship hospitals are also taken into consider- 
ation. 

The distribution of residencies in the present 
survey is given in table 1. 


BASIC MEDICAL SCIENCES 


There is evidence in the reports of the medical 
schools that careful attention is being given to 
the problem of supplying basic medical science 
instruction in relation to clinical specialties dur- 
ing the postwar period. Up to the present time 
37 schools have indicated that facilities will be 
available for continued training in the preclinical 
fields. Twelve hospitals reported affiliations with 
medical schools to provide supplementary in- 
struction in basic sciences, while 24 others in- 
dicated that courses of this type would be de- 


veloped in their own departments of bacteriol- 
ogy and pathology. From the incomplete in- 
formation now at hand it is apparent that 117 
positions are available in anatomy, 124 in bac- 
teriology, 135 in pathology, 96 in biochemistry 
and 123 in physiology. 


POSTGRADUATE COURSES 


Information received from 60 hospitals, 26 
medical schools and the various state medical as- 
sociations and departments of health indicates 
that 259 postgraduate courses have been organ- 
ized which can accommodate a minimum of 
4,522 physicians. The capacity is obviously 
much larger than the number indicated, how- 
ever, for the size of the class was not specified 
in connection with 133 of the courses listed. The 
distribution of these educational opportunities 
is shown in table 2. 

This study of postwar educational facilities 
will be continued so that at the close of the war 
the Council expects to have ready for distribu- 
tion a printed list of all educational opportu- 
nities available to returning medical officers and 
especially planned for them. The achievement 
of this goal will depend in large measure on a 
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continuation of the excellent cooperation of the 
hundreds of institutions which have been keep- 


ing the Council informed of their postwar plans. 
* * 


NEW POLICIES GOVERNING DIS- 
CHARGES FROM THE ARMED FORCES 


The War Department in regulations dated 
Dec. 15, 1943 has changed the regulations issued 
in November 1942 regarding discharges from 
military service, particularly as they relate to 
tuberculosis, neuropsychiatric disorders and 
malaria. The new regulations are as follows: 

(1) No individual with a disability incurred 
in line of duty will be discharged on certificate 
of disability until definitive treatment has been 
completed, except those having tuberculosis or 
neuropsychiatric disorders. Types of cases which 
should be retained for treatment include those 
requiring skin graft, bone graft, revision of am- 
putation stumps, closure of colostomy, etc. 

(2) Individuals unfit for Army service be- 
cause of neuropsychiatric disturbances will not 
be retained for definitive treatment but will be 
discharged and arrangements will be made for 


further care by the Veterans’ Administration if 


such is indicated. Exceptions are those individ- 
uals with neuropsychiatric conditions incurred 
incident to the service who, in the opinion of the 
medical officer, may within a reasonable period 
be returned to duty within the continental limits 
of the United States. 

* (3) Enlisted personnel developing tubercu- 
losis, unless terminal cases, will be transferred 
to Veterans’ Administration facilities and dis- 
charged as soon as a definite diagnosis of tuber- 
culosis and disablement for further military 
service are determined. Exception to this policy 
may be made in the case ‘of personnel nearing 
completion of twenty years’ service and noncom- 
missioned officers of the first three grades when 
the prognosis is favorable for a complete re- 
covery and restoration to duty within one year. 
Such individuals will be transferred to Fitzsim- 
ons General Hospital, or other designated Army 
hospital, for treatment. 

(4) Terminal cases and those in which such 
transfer will endanger the patient’s life or re- 
covery will be retained in the service and hos- 
pitalized until death ensues or transfer to a 
Veterans’ Administration facility becomes pos- 
sible. 
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(5) Individuals will not be separated from 
the military service solely because of malaria, in 
the absence of permanently incapacitating res- 
iduals or sequelae such as marked splenomegaly 
or cachexia. Repeated relapses alone will not 
constitute a cause for separation. 

(6). When the enlisted man is to be separated 
from the service on certificate of disability for 
discharge, irrespective of line of duty status, and 
further hospitalization is necessary, he will be 
transferred to a Veterans’ Administration facility 
and will be discharged. 

* * 
MANAGEMENT OF CONVALESCENCE 
FROM MALARIA 

Circular Letter No. 197 concerns the manage- 
ment of convalescence from malaria and was 
issued by the Office of the Surgeon General, 
Washington, D. C., December 27. Otherwise 
healthy persons quickly recover from isolated 
attacks of malaria, and a convalescent period of 
two weeks is considered ample during which 
time sufficient rest, a well planned diet and pro- 
gressively increasing activity, are usually the 
only measures necessary. Only when anemia is 
present is iron required. Patients who have had 
short intervals between a long series of attacks 
of malaria sometimes remain depressed and in a 
debilitated state for an excessively long time. 
Steps should be taken to aid convalescence in 
this group of cases. Diets should be planned 
to be attractive, appetizing and palatable in ad- 
dition to containing the essential nutrients. 
Vitamin supplements such as cod liver oil and 
dried yeast tablets may be taken. The patient 
should enter a reconditioning program as soon 
as his condition permits. Activities should be 
both recreational and useful and should hold the 
patient’s interest and keep him busy, mentally 
and physically. Boredom or undue fatigue should 
not be permitted, and the sense of usefulness 
and responsibility should be aroused and de- 


veloped. 
* * 


UNDERGROUND HOSPITAL AT CAMP 
JOSEPH T. ROBINSON 
Underground hospitals are being built in some 
of our camps today so that the soldier, both med- 
ical and from other branches, will know exactly 


what to expect as a casualty overseas or as a 
medieal attendant. Such a hospital, consisting 
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of three wards, has been built at Camp Joseph 
T. Robinson, Arkansas. This underground hos- 
pital (the 55th General Hospital), is a training 
project and is practically bomb proof. It has 
been dug and carved from the earth and sand- 
stone of the military terrain. The interior is 
finished with solid board floors, ceilings and 
side walls covered with insulation, and electricity 
and plumbing which is available in the field 
behind the lines of battle. Each of the three 
wards, connected by underground passages, is 
approximately 7 to 9 feet high, by 30 feet long 
and 15 feet wide. Three tunnels connect the 
passageways with the outside. ‘Three feet of 
dirt rock protect the roofs of the wards. The 
hospital is completely equipped with x-ray 
equipment, blood plasma banks and the latest 
resuscitation elements. The hospital has its own 
electric generator in one of the passageways and 
running water in each room. Ventilators reach- 
ing to the upper ground have been constructed 
to serve also as emergency exits, and with the 
use of a “short litter,” a metal frame which 
fits around the back of the patient, casualties 
can be hoisted to the open air. Lieut. Col. 
Charles C. Gill is in command at the Camp 
Joseph T. Robinson Hospital. 


* * 


ARMY GENERAL PRAISES NAVY 
DOCTOR 


Lieut. Comdr. Herman F. Strongin, formerly 
of New York City and now stationed at Great 
Lakes (Ill.), was highly praised by Major Gen. 
Albert W. Kenner in a personal letter which read 
as follows: “It was my intention to bring to 
the attention of the Naval Task Force surgeon 
the efficient manner in which you administered 
to our men during the trip across and the assault 
phase of our landing at Fedala. You were ex- 
tremely cooperative with the Army medical per- 
sonnel and I have no hesitance in stating that 
because of your efforts our men were in excel- 
lent physical condition when they engaged the 
enemy. Because of the exigencies of combat 
and the fact that the fleet sailed before I had 
anticipated, I failed to express my appreciation 
formally, through official channels.” Dr. Stron- 
gin graduated from George Washington Uni- 
versity School of Medicine, Washington, in 1921 


and entered the service on Jan, 22, 1942. 
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TREATMENT OF VENEREAL DISEASE 
IN ARMY HOSPITALS 


The treatment of venereal disease in army hos- 
pitals was recently discussed in Circular Letter 
No. 195, issued December 1 by the Office of the 
Surgeon General. Regardless of the specific type 
of venereal disease, the hospital management of 
patients with venereal disease ordinarily entails 
the use of diagnostic, epidemiologic and admin- 
istrative procedures which are similar. In order 
to insure that these functions are well coordi- 
nated, the organizational charts for station and 
general hospitals will provide for a Venereal 
Disease Section. Since ordinarily each of the 
venereal diseases is now effectively treated by 
internal medication, making surgical or manipu- 
lative procedures rarely necessary, the Venereal 
Disease Section should be organized as a unit 
of the medical rather than the surgical service. 
In hospitals under construction and subsequently 
authorized, the staff organization will conform 
initially to this policy; in existing hospitals 
where the Veneral Disease Section is not already 
a unit of the medical service it will be trans- 
ferred thereto unless, because of local condi- 
tions, such transfer would clearly be prejudicial 
to the most efficient care of patients with veneral 


disease. 
* * 


DISPOSITION OF PERSONS WITH 
NEUROPSYCHIATRIC DISORDERS 


Circular Letter No. 194, issued December 3 
by the Office of the Surgeon General, is con- 
cerned with the disposition of persons with 
neuropsychiatric disorders. At the present time 
over 45 per cent of the certificate of disability 
discharges are for neuropsychiatric reasons. The 
importance of eliminating actual or potential 
neuropsychiatric noneffectives has not dimin- 
ished. However, the possibility must be con- 
sidered that neuropsychiatric criteria for service 
are now being interpreted too strictly and men 
are being separated from the service who could 
be of value were they retained. Each case must 
be evaluated individually and disposition made 
on the basis of clincila judgment as to the in- 
dividual’s potential value to the service. It is well 
established that a large proportion of men de- 
veloping psychiatric disorders, particularly in 


combat zones, if properly treated and promptly 


returned to duty, recover entirely and render 
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valuable service. Any one, no matter how sound 
his personality, may develop a psychiatric dis- 
order under certain circumstances and will re- 
cover, if properly treated, when these ciroum- 


stamces are changed or when he has had an op- 


portunity fo adjust to them. An attempt should 


be made in each case to determine when the 
psychiatric disorder is merely the natural result 
of fatigue, misassignment or a distressing situ- 


ation, or whether it is a manifestation of fun- 
Aamental neuropsychiatric unsuitability for mil- 
itary service. Where the psychiatric disorder is 
believed (6 avisa mare from indifference toward 
the war than from fundamental instability of 
personality, the individual will be retained for 
service. Disposition of neuropsychiatric cases 


may be any of the three following: 

1, Zo full duty, Individuals who, alter care- 
ful study by examining medical officers, are 
believed to he of potential value at full duty in 
combat zones regardless of the psychiatric diag- 
nosis which has heen made will be returned to 
duty. 

2. To duty of less arduous nature than full 
duty in combat zones. Individuals who, after 
careful study by medical officers, are believed to 
be noneiieciive Jor combat duty but poienuially 


capable of serving in less arduous assignment, 


either in continenthd United States av overseas, 


will be returned to duty with a recommendation 


t6 this effect. 


3. Separation from the service. (a) Individ- 


uals who, after careful study, are believed to be 
of no further value to the service because of the 


presence of psychosis, psychoneurosis, epilepsy 
or organic neurologic disease will be separated 


from the service under the provisions of section 


Il, AR 613-560. (0) Individuale wha, atter 


earefnl stady, are believed tio be of no further 


value fo the service because of the presence of 
mental deficiency, psychopathic personality or 


primary behavior disorders (such as chronic al- 
coholism or drug addiction) wil) be discharged 


under the provisions of section VIII, AR 615- 
B60, 
* * 


PHYSICIANS SUBJECT TO EMPLOY- 
MENT STABILIZATION PROGRAM 
‘The War Manpower Commission has recently 


announced that physicians, dentists, veterinar- 
ians, sanitary engineers and nurses who are 
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salaried employees in essential or locally needed 
activities are herealter subject to the same pro- 
visions of any employment stabilization program 


a8 applies to other workers in such activities 


Such professional employees may not change 


their jobs without securing statements of avail- 
ability from the United States Employment 


Service or being referred to new jobs by this 
service. The Employment Service, however, it 


was emphasized, will make referrals of such 


employees only after consulting the state chair 


man of the Procurement and Assignment Serv- 


(ca, This procedure, it was axplained, will in. 


sure referral of these professional workers to 


jobs in which they can make their most effective 
contributions to the war effort. On approval of 


the regional war manpower director, any state 


director may delegate the duty of reterring such 


employees to new jobs to the state and local 


offices of the Procurement and Assignment 
Service. 
* * 


PEDERAL FUNDS FOR RELOCATION 


OF PHYSICIANS 


Preliminary steps have been taken to make effective 
the authority recently granted by Congress to the 


Public Health Service to provide financial aid to ci- 


vilian physicians who will agree to relocate to critical 


areas. Herewith is reproduced a fetter sent fo aif state 


health officers by the service, under date of January 12, 


concerning the program. A sitilar letter has been 


sent by the Central Office, Procurement and Assign- 


ment Service, to all state chairmen of the Procurement 
and Assignment Service. It is understood that the 
details of the program wil) be worked out in the near 


future. The letter follows: 
“Public Law No. 216, 78th Congress, approved by 


the President on December 23, 1943, appropriates to 
the United States Public Health Service the sum of 


two hundred thousand dollars ($200,000) during the 


fiscal year ending June 30, 1944 for the relocation of 


private practicing physicians and dentists. This act 
provides in part as follows > 

“Provided, That the Surgeon General is authorized om 
application of a municipality, county or other local subdivision 
of government duly approved by the state health department 
having jurisdiction over said municipality, county or other 
local subdivision of government to enter into agreements with 
private practicing physicians and dentists under which, in 
consideration of the payment to them of a relocation allow- 
ance of not to exceed $250 per month for three months and 
the actual cost of travel and transportation of the physician 
or dentist and his family and household effects to the new 
location, such physician or dentist will agree to move to and 
engage in the practice of his profession in such area for 4 
period of not less than one year: Provided, however, that no 
such contract shall be made with any physician or dentist 
unfess such physician or dentist shalf be admitted to practice 
by the state authority having jurisdiction of such new loca- 
tion; Provided, further, That each such applicant subdivision 
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shall contribute 25 per centum to the total cost of such re- 
location allowance, travel and transportation costs of each 


euch phystetan or dentist and his family obtained by said 
applicant.” 

“It is to be noted that this act provides: 

“\. That a municipality, county or other local sub- 
division of government may submit an application to 
the Surgeon General for the relocation of a private 
practicing physician or dentist in the applicant sub- 
division. 

“2, That such application must be duly approved by 


the State Health Department having jurisdiction over 
said municipality, county or other local subdivision of 


government. 
“3. That the Surgeon General on receiving such ap- 


, , ‘ ‘ 
plication ts authorized to enter into an agreement with 
a private practicing physician or dentist under which, 


i consideration of a relocation alfowarice of not to 
exceed $250 per month for three months and the actual 
cost of travel and transportation of the physician or 
dentist and his family and household effects to the new 
location, such physician or dentist agrees to move to 
and engage in the practice of his profession in the ap- 
plicant subdivision for a period of not Jess than one 


year. 
“4. That no such contract shall be made with any 


physician or dentist unless such physician or dentist 
shall be admitted to practice by the state authority 


having jurisdiction of such new location. 
“S. That each such applicant subdivision shall con- 


fribute 25 per centum to the total cost of such refoca- 
tion allowance, travel and transportation costs of each 
such gliysician or danist and his family obtained by 
such applicant. 

“The State Procurement ard Assienment Service has 
already determined that certain areas in your state are 
in need of additional physicians and/or dentists, A list 
of such areas is attached. [t will be helpful to the 
Public Health Service if you, in consultation with state 
chairman, Procurement and Assignment Service, will 


reexamine these areas as to their present status, If the 


need exists it is suggested that you rate them in order 
of urgency. Possibly the areas listed do not include all 


the needy communities in your state and others may 
have been brought to your attention which should be 


added. 


“While the state health officer must approve the ap- 


plication from any community made under this act, the 
Staie Procurement and Assignment Service chairman 
has the responsibility of determining which physicians 
(or dentists) are available for relocation. 

“Detailed information together with application 
forms for use by subdivisions wishing to apply for 
the relocation of physicians and dentists will be for- 
warded to you in the near future. 

‘Similar letters are being sent by the Central Board, 
Procurement and Assignment Service, to the chairmen 
of the State Procurement and Assignment Service ad- 
vising them of the availability of these funds for re- 
Yocation purposes, 

“Your cooperation is solicited in bringing this legis- 
lation to the attention of eligible communities,” 
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NATIONAL REGISTRATION FOR 
NURSES POSTPONED 
The Directing Board of the Procurement and 


Assignment Service issued form 328, dated Jan- 
uary 1, to state chairmen for nurses, stating that — 
the national] registration of nurses planned for 
the week of February 7 has been postponed in- 
definitely, owing to circumstances beyond the 
control of the War Manpower Commission. 
States are requested not to hold a registration 


of their own until the status of the national 


registration is determined. It was also stated 
that a draft of nurses for military service is not 
contemplated. 

* * 

STUDY BEQUIBEMENTS OF PERSONNEL 
FOR ADMISSION INTO THE 
ARMED FORCES 

The following physicians were appointed by 
the President as members of a commission to 
study and report on the requirements of person- 
nel for admission into the armed service: 

Rear Admiral Ross T, McIntire, Surgeon Gev- 
eral of the Navy, Washington, D.C. 

Major Genera) Norman Kirk, Surgeon Genera) 
of the Army, Washington, D.C. 

De, Alan C. Woods, aphthatmalegist in eluet, 


Johns Hopkins Hospital, Baltimore. 


Dr. Frank H. Cahey, surgeon in chief, Lahey 


Clinic, Boston. 

Dr. Edward A. Strecker, professor of psychiatry, 
University of Pennsylvania, West Phila- 
delphia, Pa. 

* * 


WORK OF NAVY MEDICAL CORPS 
PERSONNEL ON TARAWA 
With the aid of three navy medical corpsmen, 
Lieut. Herman R. Brukardt, formerly of Meno- 
minee, Mich., is reported to have treated more 
than 100 men in a “pill box” hospital, with only 
four casualties, during the first thirty-six hours 
after marines struck the Japanese ‘Gilbert Is- 


lands’ bastion. The little pill box hospital was 


situated directly on the front lines the first two 


days of the brief but bitter Tarawa fighting. 


But despite the fact that constant Japanese ma- 


chine gun bullets thudded in the little doorway, 


the naval crew refused to relax its efforts to save 


Leatherneck lives. Many of the marines with 
slight wounds remained around the pill box for 


hours helping carry the more seriously wounded 
in to the doctors, 
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THE JAPANESE AS I KNOW THEM 
THE HonorasBlLe H. H. THOMAS, 
BRITISH CONSUL, CHICAGO 
In the limited time which I have, because I 
must not, of course, go on for too long or you 
might start throwing things at me, I shall only 
be able to touch on the high spots; for I 
could talk for hours about the Japanese as I 
know them, though I don’t pretend that I know 
all that there is to be known about the Japanese, 
because nobody does that. The more you get to 
know them, the less in many ways you feel 

that you do know them. 

It was fifteen years ago last January that J 
arrived in Japan for the first time. I left Shang- 
hai in August of last year, having spent some 
four years as Consul for Japanese Affairs at 
our Consulate General there in Shanghai, where 
my work was solely concerned with dealing with 
Japanese officials and Japanese officers, who 
were often extremely unpleasant, for the Japa- 
nese authorities were using every means short of 
war at that time, before Pearl Harbor, to drive 
out British interests and American interests 
from Shanghai and from China generally. Then, 
of course, for the last eight months I was sitting 
in Shanghai in so-called protective custody wait- 
ing to be exchanged. So that I do feel that, as 
I have already said, I have got to know some- 

. thing about the Japanese, and I have very de- 
finite views about them. 

What I would like to say is this: that I can 
vividly remember even to this day, and I shall 
never forget, my very first impressions of the 
Japanese, First impressions are not always accu- 


Presented before the Secretaries Conference, 103rd Annual 
Meeting, Illinois State Medical Society, Chicago, May 18, 1943. 
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rate, yet sometimes they are so in a peculiar 
sense, and I feel that my first impressions of the 
Japanese were amazingly accurate. I very quick- 
ly lost them and later formed different views 
which were again modified as time went on; 
but my very first impression, when as a 
somewhat starry-eyed young man, full of wonder 
and enthusiasm, I saw Shimonoseki for the first 
time en route to Tokyo, was that I was struck 
with a peculiar and rather horrible sense that 
here were a race of people that were somehow 
cut off from the rest of the world, that were 
different as no other race of people I had seen 
were different. 

I had come by way of Bombay, Colombo, 
Singapore, Hongkong and Shanghai. I had seen 
some strange sights and strange peoples; but for 
the first time, when I saw the Japanese, I felt 
that here was a race apart. It was almost like 
seeing people from another planet — Martians 
perhaps. I remember seeing the men and women 
on the coal barges, running up and down, very 
efficient, very hardworking, dressed in their 
short, close-fitting coolie jackets and tight-fitting 
pantaloons, and on their feet the most curious 
looking shoes in which the big toe was separate 
from the rest of the foot. It is something like a 
cloven hoof and it gives them a sort of diabolical 
appearance on first sight. Those were my first 
impressions. 

My job at first was to apply myself to the 
study of the Japanese language. It is said that 
if you study the Japanese language long enough 
you go mad. I like to think I did not study it 
long enough, but I sometimes wonder. 

I remember when I first arrived in Tokyo a 
little incident that served to spur me on to 
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learn Japanese. I found upon arrival in Tokyo 
that I had lost the only suspenders 1 possessed, 
so it became incumbent upon me to do some- 
thing about it. I went around to find some sus- 
penders, or “braces,” as we call them in Eng- 
land. So I went into a shop and there was a 
charming Japanese girl serving there. She came 
up and bowed and smiled and welcomed me in. I 
said, “Could you let me have some braces?” 

She looked at me, obviously puzzled. I suppose 
if she knew English at all she would know 
them under the word “suspenders” — she would 
know American English and not English Eng- 
lish. Then comprehension dawned upon her and 
she looked at me rather hard for a moment and 
smiled again and away she went. She came back 
with a box that she put in front of me. When she 
opened the lid, imagine my youthful embarras- 
ment when I found a particularly luscious pair 
of brassiéres. I beat a hasty retreat and made up 
my mind that I had better learn some Japanese 
so that I could ask for suspenders in Japanese 
in the future. 

Anyhow, as I say, I then got to know a lot of 
Japanese people. In trying to learn a language, 
one mingles and meets with all kinds of people 
and, of course, I began to feel that I was getting 
on very familiar terms with them and that they 
were human beings really and not so strange 
perhaps as some people made out. I found, for 
instance, that the Japanese people, particularly 
the country folks, the peasantry, were kind, appa- 
rently, and hospitable; they received strangers 
well in their midst. They had, in fact, as I came 
to discover afterwards, all the savage virtues; 
because you find those virtues even among tribes 
of cannibals, I am told. 

The fact is that the Japanese are in many 
ways a savage people, with a savage strain in 
them, and to understand that it is necessary to 
understand something about their past history, 
their national background. It is necessary to 
now that throughout the ages the soldier has 
had the predominant role in Japanese society. It 
was the feudal lord and his retainers, the men 
who were entitled to wear the two swords, who 
were at the top of the social organization. The 
priests and the farmers and peasants and, lowest 
of all in the social scale, the merchants, trades- 
men and shopkeepers, all came far below. The 
feudal lord could wreak summary justice upon 
any inferior order of man who offended him. He 
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had power of life and death and there was no 
recourse against it, This goes back over thou- 
sands of years and it is absolutely deep rooted in 


the Japanese to this day. 


Remember that you only have to go back to 
the 1850’s to get back to feudal times in Japan 
—before Commodore Perry battered down the 
walls that Japan had put up between herself and 
the rest of the world. 


I am trying to hurry over all of this introduc- 
tory part, but you do remember, don’t you, that 
for over 200 years under the military dictators — 
because Japan had a military dictatorship a long 
time ago — for over 200 years Japan was liter- 
ally cut off from the rest of the world. Practi- 
cally speaking, no Japanese were allowed to go 
abroad; except a very, very few under special 
license, no Japanese, under pain of death, were 
allowed to go abroad and trade abroad, even to 
Canton or the Philippines. No foreigners were 
allowed to travel in Japan; only a limited few 
foreign traders, Dutch and British, were allowed 
to come to Deshima, an artificial island at Na- 
gasaki, where they lived under conditions of in- 
ternment and carry on their trade there. So that, 
practically speaking, for that time the Japanese 
were cut off, and you can obviously, I think, 
realize that that episode, that period of their 
history, must have had a profoundly formative 
effect upon their national character. 


It did, of course, make them have this sense 
of apartness from the rest of the world; and that 
is enhanced by the fact that when they emerged 
into the modern world the men who became 
their leaders and who shaped their policy were in- 
evitably these same feudal lords, who, inciden- 
tally, had overthrown the Shogun dictator be- 
cause he kept them under his sway and did not 
allow them liberty or power. He made them come 
to his capital in Tokyo and he made them spend 
large sums of money so that they should not 
have power, etc., so they overthrew their military 
dictator and they brought their Emperor out of 
obscurity. The Emperor throughout hundreds 
of years had lived in retirement. He had been 
a sort of high priest. But at the time of the re- 
storation, at the time of the revolution that 
they had after the western world had come clam- 
oring at their doors, they brought the Emper- 
or out of his retirement and set him up as the 
center and gave him theoretical temporal power 





74 ILLINOIS MEDICAL JOURNAL 


again. In fact, the first modern Emperor — 
that is to say the great Emperor Meiji who was 
restored — he, himself, was a man of consider- 
able sagacity and he was a good deal more than 
a puppet; but the two Emperors after him 
have been purely puppets. The wretched 
Hirohito is a complete puppet and it is the men 
around the throne that have the power. 

What I started to say was that it was these 
feudal lords who seized the reins of power. 
They had a lengthy and ancient tradition of 
fighting, they could only think in terms of war- 
fare. Throughout Japanese history there had 
been bloody, internecine struggles. All their leg- 


ends dealt with fighting, with the power of the 


sword, the might of the warrior. What is more, 
they extolled the virtue of loyalty as it was un- 
derstood by the Japanese, and loyalty covered in 
ancient times in Japan, as it covers today, a mul- 
titude of sins. Anything was excused in the 
name of loyalty. 

If you were being loyal in ancient times to 
your feudal lord you could legitimately, right- 
eously have recourse to the blackest treachery, 
to the utmost cowardice if it was in the cause 
of loyalty; and the stories that their children 
are fed upon are full of the most bloody and 
most treacherous episodes, which are extolled 
and which are looked upon by the Japanese as 
being wonderful, beautiful, marvelous, and to be 
praised and to be emulated. 

That, of course, explains why no Japanese 
could be brought to see that the blow they struck 
at Pearl Harbor was a treacherous stab in the 
back; a blot on the history of Japan, disgracing 
them in the eyes of all civilization. To all Japa- 
nese it was a shrewd blow struck at the enemy on 
behalf of the Emperor. It was a master stroke of 
the accomplished warrior. 

Therefore, you see, these feudal leaders, hav- 
ing this background of war and of violence, de- 
liberately embarked upon a policy of conquest 
for Japan. It was obvious to them, and they 
were justified in assuming that, in order to take 
a part in the modern world they must strengthen 
their defenses. That was all right, that was legit- 
imate; but they went a good deal further and 
they evolved a doctrine which they have come 
more and more to believe. There has been more 
end more written during the past fifty 
years about this sort of thing, until they have 
evolved a whole national philosophy which is 
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based upon the theory of the divine destiny of 
Japan. There is a tremendous amount of litera- 
ture that has been written upon it. 

In order to bring this about, and also to 
magnify the figure of their Emperor, they 
brought their ancient legends out of obscurity 
and developed them, they delved into their his- 
tory and they brought out all the ancient 
stories about their Emperor that had died and 
been forgotten. They revived the Shinto litera- 
ture and Shinto religion. Shinto is a kind of 
mixture of ancestor worship, nature worship, 
Emperor worship that has grown up through the 
ages. They found stories of the Sun Goddess, 
and the Sun Goddess, you know, was the mother 
of the gods. The first Japanese Emperor, Jimmu 
Tenno, was supposed to be descended from the 
Sun Goddess and to have come down to establish 
his eternal dynasty of Japan 2,600 years ago. 
They also found that the Japanese themselves 
were in lesser measure all supposed to be of 
divine origin. 

Well, those stories they have promulgated and 
those are the stories that Japanese children are 
first taught when they begin to learn to write 
and to read. In Japan everything is strictly con- 
trolled. Throughout the length and the breadth 
of the land all textbooks are alike. Every child 
studies the same textbooks devised by the author- 
ities to teach them what they ought to know; 
and so they all from their earliest days absorb 
these stories of the divine emperor, the divine 
race of the Japanese, entirely different from the 
rest of the world, and the divine mission of 
Japan. 

They say that the Emperor Jimmu Tenno 
(who, in fact, in so far as he ever existed at all 
was probably an entirely savage tribal leader 
who came up from somewhere in the South Seas 
with savage tribes, and possibly cannibal tribes, 
and eventually established a foothold in Japan; 
but the Japanese say he was a god) he looked 
around Japan and said “Hakko Ichiu” — “Four 
corners and one roof,” and he said, “I will 
have one roof over this land.” And so they say 
in modern times Japan looks around the world 
and says “Four corners, one roof,” the one roof 
of Japan over the four corners of the earth. 

To proceed, they taught this in their schools, 
but that is not the whole of the picture. This is 
a point that I want to try to get over to you, 
and it is so difficult ; it is so difficult for anybody 
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who has not lived in a totalitarian country where 
all thought is controlled to understand the power 
of that sort of thing. But what I want to try to 
get you to realize is how different the Japanese 
mind is and how it is molded. No book can be 
published, no newspaper can be published with- 
out first being censored in Japan. What is more, 
no public meeting like this could be held with- 
out a policeman present. Nobody can go to the 
movies without supervision, for at every movie 
in Japan there is always a policeman present 
just to see that everything is all right. Nobody 
can own a short-wave radio set; it is against the 
law, punishable by the most heavy punishment 
— nowadays death in many cases, or life im- 
prisonment. You can only have a long-wave radio 
and listen in to the government broadcasts over 
government stations. 

What is more, over a number of years the 
police have had powers of summary arrest of 
anybody in Japan accused of — and what do 
you think? ... of dangerous thoughts. Danger- 
ous thoughts! Your thoughts are not your own 
in Japan. You don’t have to utter them ; you just 
have to have them in your head. Not dangerous 
speech, dangerous thoughts, and the police have 
exercised that power time and time again. They 
have arrested hundreds and thousands, particu- 
larly young students accused of being or thought 
to be slightly radical. 

God knows how they could be. radical under 
such conditions, but of course the light does 
manage to creep in through the chinks somehow 
or other. Some Japanese do get abroad and they 
smuggle back all sorts of things, the writings 
of Karl Marx and so on, and many hundreds and 
thousands of students, men and women, have 
been arrested for no more serious a crime than 
having dangerous thoughts, and they have been 
held for months and months in those dreadful 
Japanese prisons. They have been put through 
the third degree until they have emerged the 
completely willing tools of their masters, ready 
to go and fight in the great cause of divine Nip- 
pon and do exactly what they are told. 

Therefore, the Japanese people as a whole 
unquestionably do believe that their Emperor is 
divine, that they themselves, are of divine origin, 
and that their nation has a divine mission in the 
world: to rule the world. 

I'd like at this point just to branch off for a 
moment and refer to another aspect of Japanese 
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character that it is so important for us to realize, 
and that is this: the more you mingle with the 
Japanese, the more you meet them, the more you 
begin to feel that no Japanese can stand on his 
own feet — just as no Japanese has any abstract 
conception of right and wrong, because every- 
thing is related in his mind to the Japanese 
national structure, and a thing is right if it is 
for Japan, but the same thing is wrong if it is 
against Japan. You see, there is no abstract 
standard at all. Everything is related to the 
national welfare, and in exactly the same way no 
Japanese can stand on his own feet as an integral 
human being. All Japanese seem to be facets of 
the Japanese national structure. They are more 
like ants than human beings in that way. 

The family system is very strong in Japan. 
In Japan no young man chooses his own wife; 
she is chosen by the family council, and so on. 
Consequently, no Japanese can stand alone. 

It is very annoying when you are dealing 
with them. I found time and time again in 
Shanghai, for instance, if I wanted to make re- 
presentations about some outrage that had been 
committed by the Japanese I could never find 
one responsible official to talk to. You had to 
talk to a committee; there would be several of 
them and you would talk to them as a body, and 
they would form their opinion as a _ body. 
No one person would take responsibility. 

That is both their strength and their weak- 
ness. They have no sense of individuality; but 
they are capable of subordinating their individ- 
ual desires to a remarkable degree. It leads also, 
of course, to a remarkable lack of initiative. 

I remember the story that was current — and 
I think it was true, too — in Yokohama many 
years ago. In Yokohama there are little inlets 
which we foreigners used to call creeks, and one 
day a drunk fell into one of these creeks and 
the unfortunate fellow drowned. He lay there 
for days, half in and half out of the water, and 
some of the foreigners began to say, “Why on 
earth isn’t he taken away by the police or some- 
thing done about it?” 

The story was that the Water Police said it 
was not in their jurisdiction because the corpse 
was on land; the Land Police said the lower 
part of the body was in the water and it was up 
to the Water Police. 

Anyhow, the Japanese, believing in their div- 
ine mission, also naturally believe that every- 
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thing that their Emperor, everything their 
authorities do, everything that is done in the 
name of the national policy is divine and right. 
If it is divine, it is divinely right and must 
triumph, must come about. That is why they 
accused us, the British and the Americans, in 
China, of being insincere, of being wicked, be- 
cause on occasion we dared to utter critical words 
about the Japanese national policy, and they 
firmly believed that to do so was unforgivable 
on our part. 


Another thing that it is important to know 
is that the Japanese man is taught from early 
childhood to believe, and obviously does believe, 
that the highest consummation of a man’s life is 
to die fighting for the Emperor. If you die on 
the field of battle you become a god, you enter 
the national pantheon, your spirit is revered for 
a thousand years. That is a tremendous motive. 
On the other hand, as a corollary to this, if you 
surrender on the field of battle to the enemy 
your name goes down to scorn and obloquy, you 
bring shame upon your family, your name is 
erased from the family tablets. That is a tremen- 
dous deterrent. 


I am not pretending that the Japanese are 
braver than anybody else. They are not. In fact, 
I think in many ways they are less brave. They 
are cowards, like all bullies — because they are 
bullies. But those are tremendous motives. It is 
a kind of fanatical urge, you see. If you believe 
that to die on the field of battle will bring your 
spirit to deification forever that is a tremendous 
motive, particulary if life is not so awfully well 
worth while, as it is not to the Japanese. Life is 
not a particularly happy business. It can’t be 
given the conditions under which they have been 
living. They have been undergoing hardships 
that can hardly be imagined by us comfortable 
people of the western world, and life is a grim 
and dour sort of prospect for the average Japa- 
nese. All they’ve got to buoy them up — and it 
does buoy them up — is this fanatical feeling 
about the divine cause and the national mission. 


Also at this point I think I would like to 
mention the suicidal tendency in the Japanese ; 
because that is a very dangerous tendency. It 
is a national tenden¢y amongst the civilian popu- 
lation. For years past the suicide rate has always 
heen extremely high, and they have committed 
suicide, and they do commit suicide, over things 
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which to us seem trifling in the extreme, but to 
them are very real. But they haven’t the same 
values with regard to life as we have. 

There is a story which illustrates the curious 
attitude they have towards death. It was told 
in Shanghai and was very current there. There 
was a big block of apartments called Broadway 
Mansions, at one time British owned, and a lot 
of Japanese tenants, even in those days, used 
to live there. It appears that one night some 
British and Americans were giving a party and, 
as the night wore on, the party got a little wild, 
and they begin making whoopee, and there was 
a lot of noise going on? Suddenly the telephone 
rang and when the host went to answer it he 
heard a voice saying, “Excuse me, this is Mr. 
Yamamoto, I live in the flat above you. My 
wife she is very, very sick, you must not 
make so much noise.” 

The fellow said, “I am very, very sorry; we 
will try and pipe down.” 

In due time the telephone rang again: “Mr. 
Yamamoto speaking, if you do not stop making 
this noise, my wife is very, very sick, I will call 
the police.” So the party managed to keep 
quiet. 

The telephone rang again: “Mr. Yamamoto 
speaking again. Please, you may now make 
noise; my wife is not sick any longer, my wife 
is dead.” So it was all right for them to go on 
with the party. 

Those are a few highlights of the Japanese 
character. They have deliberately embarked upon 
a policy of no less than world conquest; let us 
not blink our eyes to that. 


I haven’t time to go into aspects of life under 
Japanese rule, what they have done, for example, 
in occupied China. Wherever they go they bring 
a blight with them, there is no question about 
that. The so-called New Order in East Asia, the 
great “Co-prosperity Sphere” is a horrible thing 
to contemplate and death would be preferable to 
life under such conditions. But as a kind of 
postscript te my remarks before I sit down 
there are two points I should like to touch on. 


First of all, and I am going to be frank, there 
is at the present day a great deal of nonsense 
being talked in this country (and I - have 
no doubt that it is inspired by the enemy) sug- 
gesting that it is the obvious course and the ob- 
vious duty for America to disengage herself in 
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the struggle with the Nazis and turn her whole 
attention to Japan. 

From what I have said I think you will realize 
that I don’t underestimate the Japanese — 
they are a dangerous and implacable and ruthless 
enemy, a dreadful enemy — but nothing could 
be more futile and fantastic than to contemplate 
at this moment, when we have at last begun 
to get the upper hand of the Nazis in Europe, to 
think that the Americans should suddenly dis- 
engage themselves and allow the Nazis to have 
a breathing space. 

At this moment there is possibility of all the 
large industrial centers in this country being 
raided by air. It is only a possibility, it is not a 
probability because the Germans are very, very 
deeply engaged elsewhere; but if we let up on 
them, if they are allowed to have a breathing 
space, if they are allowed to build up their air- 
craft production, think of what they will do. 
Instead of us invading Europe they will invade 
Great Britain, and, what is more, they will try 
to deal knockout blows on the industrial centers 
here by raids from the air. The Nazis are a 
dangerous enemy, and now that we’ve begun to 
get the upper hand on them, surely we must go 
ahead and finish the job. 

That is not to say that the Japanese are not 
also dangerous, but this is after all a global war. 
It is one problem. It is all linked up together. 
We are fighting the forces of evil wherever we 
find them, and we are pooling our resources and 
we are applying the pressure where it can be 
most efficiently and effectively applied. It would 
be quite impossible suddenly to switch over and 
treat the Japanese as the only enemy. Obviously, 
the quicker we can apply more pressure to the 
Japanese the better. We must not allow them to 
establish themselves. 

That brings me to the second point on which 
I feel very strongly. I have lived in the Far East. 
There is a rumor, again inspired by our enemies, 
that is being given far too great a currency in 
this country, and that is that when the struggle 
in Europe is over, as it will be over, when the 
Nazi is finally controlled and beaten down, the 
British for some inexplicable reason will quit 
and leave the Americans the mess in the Far 
East. 

Nothing could be more fantastic than that. 
How do you think I felt when I came away on 
their Japanese exchange ship and I came to 
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Singapore — Singapore that I had known under 
British rule and where I had seen what a splen- 
did job they had made of it — how do you 
think I felt when I saw those dirty little people 
crawling around over Singapore? ~ 


That is how we all feel. When we were attacked 
by Japan, just recall what we had been 
through — just recall our position. For over a 
year we in Britain had stood alone, the bastion 
of democracy. I don’t think there is any question 
about that. We had given America time to pre- 
pare for the inevitable struggle, because I think 
there is not a person in this room that does not 
know that if we had been overwhelmed America 
was down next on the list for Hitler. At the time 
of Dunkirk, after the fall of France, we had 
suffered the loss of practically all our military 
equipment. We had extricated our armies but 
we had lost most of our equipment. I believe I 
am right in saying that immediately after Dun- 
kirk we only had two fully equipped divisions in 
the whole United Kingdom. One of those had to 
be sent out of the country, although invasion 
stared us in the face, to the Near East to defend 
the Suez Canal. 


We then organized ourselves. We never gave 
up hope. We never for one moment contemplated 
the possibility of defeat, and we organized our- 
selves and we increased our production tremend- 
ously. 


You see, by that time Russia had come in and 
it was clear to us that we must give Russia the 
sinews of war. We sent Russia thousands of 
tanks, thousands of airplanes, and later, as 
American production was increased, America 
also was sending thousands of tanks, thousands 
of airplanes to the Russians. They needed every 
one of those, and what we could spare from 
Russia we were sending to the Near East, to 
Egypt. Remember, the Germans got within 60 
miles of Cairo. It was a near thing. That was the 
time when the Japanese struck. 


Well, it must have been a great temptation 
to divert some of those tanks, some of those air- 
planes from Russia and from the Near East. 
Our leaders wished to defend what was after all, 
our own soil, our own territory where our own 
flag waved. But they knew that to dissipate our 
strength was to lose all and, therefore, they suf- 
fered humiliation and loss in the Far East in 
order to hold the lines nearer home. 
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That is why inevitably it has fallen in a larger 
measure upon America hitherto to contribute 
to the war in the Far East. But we British have 
long memories. We don’t talk over much about 
the things that touch us deeply, but we have 
not forgotten. We have not forgotten the humili- 
ations we have suffered in Malay, in Burma, etc. 
We are determined to get back, we are absolutely 
determined, and there is no question in my mind 
that we are in this thing to the very end. 

Just as we know the peril of Naziism, we also 
know the Japanese peril. We know that we can- 
not afford to stand on one side. They must be 
beaten. They must be beaten until there is no 
question in the mind of any Japanese that they 
have been miserably deluded by their military 
leaders. We are in this thing to the end, until 
shoulder to shoulder we walk down the streets of 
Tokyo and we beat down the Japanese military 
might so that it can never rise up again. 





SHORT CUTS IN ENDOCRINE 
DIAGNOSIS AND THERAPY 
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The vaguer reaches of endocrinology are quite 
nebulous and the diagnosis of some endocrine 
disorders difficult and uncertain even with the 
extensive laboratory facilities available only in 
research institutions and the larger hospitals. 


While some of these disorders are of great 
scientific interest because of their rarity, they are 
of comparatively little importance from a social 
and economic standpoint. For example, in IIli- 
nois with a population of 7,000,000, Addison’s 
disease causes only about 25 deaths each year. 
Less spectacular conditions are far more common 
and consequently are of greater importance in 
these days of manpower shortage because they 
are responsible for an astonishing amount of 
physical and mental retardation. 


Some of these can be recognized with a fair 
degree of certainty and adequately treated with- 
out recourse to much laboratory data. I should 
like to discuss some disorders in which this may 
be done with the facilities possessed by, or avail- 
able to, practically all practitioners. These state- 
ments should not be understood as underestimat- 
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ing the value of a good laboratory nor as a 
complete diagnostic survey of the endocrino- 
pathies mentioned. 

Those to be discussed are hypogonadism in 
children, with or without obesity; hypothyroid- 
ism; some phases of hypopituitarism; and 
the menopause. I shall refer to certain errors 
commonly made which are responsible for a 
failure in diagnosis or treatment or both. 

Hypogonadism in non-obese children. In 
most cases and particularly during the war it 
may be assumed that the condition is due, in 
part at least, to pituitary and thyroid deficiency. 
Treatment should consist of thyroid in tolerance 
doses. This point can be determined only by 
testing the patient’s response to gradually in- 
creasing doses. 

It is said that during the administration of 
thyroid the BMR should be checked frequently. 
In happier times that would be desirable, partic- 
ularly with some types of patients. It is rarely 
absolutely necessary, and for the duration may 
be ignored. The patient should be seen at least 
once a week and the adequacy of dosage may be 
controlled by noting the following items: tachy- 
cardia, tremor of tongue or outstretched fingers, 
heart consciousness, any complaint of nervous- 
ness or insomnia. Should any of these signs or 
symptoms appear or be reported, reduce the dose 
25 per cent and continue. 

If thyroid is given to young girls, the 
menstrual periods should be carefully checked. 
Occasionally periods of amenorrhea develop 
without signs of hyperthyroidism. When the 
menstrual periods are disturbed, the medication 
should be stopped until the irregularity dis- 
appears. 

Anterior pituitary extracts or gonadotropins 
should be given in the same way as to the obese. 


Considerable argument goes on now regarding 
obesity and hypogonadism in children. Many 
contend that no endocrine factor is present or at 
least demonstrable in the obesity and, that these 
conditions will clear up eventually without treat- 
ment. From a strictly scientific standpoint, these 
views may be correct. From a clinical viewpoint 
and for the duration, both contentions are 
wrong. It seems certain that many of _ these 
children overcome their handicaps without assist- 
ance. Certainly a great many do not. With the 
latter the opportunity for correcting their de- 
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fects has been lost or their chances for recovery 
greatly lessened by waiting to see what nature 
would do. In my opinion treatment should be 
started as early as the tenth year — in severe 
cases, younger — and continued till the defects 
are corrected. 

Practically every fat youngster with hypo- 
gonadism needs treatment as follows: 

They all require thyroid. Begin with one-half 
grain per day. See them once a week and at each 
visit look for signs of over-dosage as already 
enumerated. Each week the dose may be in- 
creased by one-fourth grain per day till a dose 
is reached just short of that which produces 
any of the signs mentioned. 

They all need posterior lobe extract. To older 
children this may be given sucutaneously twice 
a week in doses just short of those causing an- 
noying intestinal cramps, nausea or faintness. 
To younger children the posterior lobe may be 
given in doses of one-tenth to one-fifth grain 
t.i.d. in enteric coated pills. 

To children of average height or is give 
anterior pituitary extract 0.5 cc. twice a week. 
This may be given in the same syringe at the 
same time with the posterior lobe extract. Young 
children may take anterior lobe by mouth in 
doses of two and a half to five grains t.i.d. 

Children of more than average height and 
rapidly growing may have, instead of the anterior 
lobe extract, some gonadotropic preparation such 
as A.P.L., Follutein, Antuitrin-S, etc., in doses 
of 50 to 100 units twice a week. These also may 
be given in the same syringe with the posterior 
lobe extracts. 


After two or three months the frequency of 
injections may be gradually reduced and finally 
stopped as the child reaches normal development. 
Even then supervision should continue with 
three or four visits a year until after puberty 
and it becomes certain that no regression will 
occur. 


Certain precautions should be observed. Watch 
for signs of hyperthyroidism and discontinue 
thyroid for two or three weeks should such signs 


appear. When it is resumed, it should be in 
smaller doses as already mentioned. 


Inspect the genitalia every month or two to 
guard against precocious development. Should 
growth seem too rapid, stop the gondotropin or 
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anterior lobe extract, whichever is being used, 
for a month or so; longer if growth continues at 
a normal rate. 

Examine the urine occasionally for sugar. 
Glycosuria sometimes follows the administration 
of the gonadotropins. 

These preparations are said to hasten closure 
of the epiphyseal lines. This danger is prob- 
ably overemphasized, but is one of the reasons 
for not using them in children of less than 
average height. 

In pituitary deficiencies, the history con- 
tributes almost as much information as may be 
had from other sources. In hypothyroidism the 
physical findings are more important while in 
other endocrinopathies the history and the 
physical findings plus a therapeutic test may 
practically settle the diagnosis. 

The victim of hypothyroidism gives a history 
of physical and mental retardation. He is sen- 
sitive to cold and enjoys hot weather. The ad- 
ministration of thyroid soon brings relief of 
some symptoms. 

In hypoadrenia the patient is sensitive to cold 
but is also adversely affected by hot weather. The 
administration of suprarenal by mouth in doses 
of five grains t.i.d. will often relieve some symp- 
toms within one week. Thyroid aggravates the 
symptoms. 

In hypopituitarism the victim is not partic- 
ularly sensitive to temperature. The injection of 
0.5 ce. anterior pituitary extract will relieve 
some symptoms within an hour. 

The obese youngster who gives a history of 
nocturnal enuresis being delayed beyond the 
usual age or having stopped for a few years and 
then being resumed about the age of eight or 
ten, will in nearly every case be helped by a 
course of pituitary and thyroid therapy. 

Hypopituitarism is a very common disorder. 
It is responsible for an astonishing amount of 
reduced physical and mental efficiency. It is 
nearly always associated with some degree of 
hypothyroidism: Results of treatment are better 
if the patient is given tolerance doses of thyroid. 

The woman victim of hypopituitarism, partic- 
ularly if she is obese, often gives a history of 
having been a small baby weighing six pounds 
or less at birth. She began to walk and talk 
and got her teeth on time or even early. She was 
thin, perhaps underweight, until puberty or until 
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after some infection (such as mumps, measles 
or scarlet fever), marriage or pregnancy. Her 
menstrual periods were @ little late in onset 
The first period may have been a menorrhagic- 
affair followed by an amenorrheic interval of 
several weeks terminated by another profuse 
period. She was unable to nurse her babies or 
could do so for but a short time, but obesity 
and the other symptoms of hypopituitarism — 
headache, fatigue, nervousness, irritability, lack 
of concentration — were exaggerated after each 
pregnancy. 

A therapeutic test helps confirm the suspicion 
of hypopituitarism. The injection of 0.5 cc. of 
anterior pituitary extract, less often posterior 
lobe extract, will in most instances relieve head- 
ache if one is present and be followed by a sense 
of strength and well-being and temporary. relief 
of many symptoms. 

There is considerable literature on hyperthy- 
roidism and a comparatively small amount on 
the counterpoised state of hypothyroidism, which 
is much more common. Its recognition should 


occasion but little difficulty if a few points are 


kept in mind. Most of its victims will have 


noted some mental and/or physical retardation 


before they consult the doctor. Often they are 


tired on awakening, feel better after an hour or 
two and then soon tire out with the day’s tasks. 
They are sensitive to cold but enjoy hot weather. 
They are subject to many vague aches, pains and 
disabilities. Hypothyroidism has been mistaken 
for brain tumor, tabes, neuritis, arthritis, peptic 
ulcer, cholecystitis, nephritis, pernicious anemia 
and neurasthenia. 

Whatever can be easily done to rule out these 
conditions should be undertaken at once. But 
before subjecting the patient to the expense and 
inconvenience of a gastro-intestinal or = gall 
bladder study or to the muinistrations of the 
neurosurgeon, rule out hypothyroidism. A BMR 
and blood count are helpful, of course, but not 
absolutely necessary, Suppose the patient is a 
harassed farmer or a busy war worker who can 
come to the doctor’s office only in the evening 
— when laboratory facilities are rarely available. 
The history as indicated is helpful. The physical 
examination will offer much confirmatory evi- 
dence. A therapeutic test will in a few weeks 
go far toward settling the diagnosis. Give to an 
adult one grain of U.S.P. thyroid per day. A 
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week later check for signs of overdosage already 
mentioned. If none of these are present or re- 


ported, increase the dosage to 144 grains per 
day. See the patient at least once a week, noting 
the items mentioned. [f the symptoms begin to 
clear up on this regime, it may be cautiously 
followed for some time, keeping the dose of 
thyroid just below the amount which causes 
tachycardia or the other signs enumerated. In 
this way the patient loses no time from his 
work and no demands are made on depleted 


hospital or laboratory personne). 


The Menopause. Some argue that no treat- 


ment should be given for menopausal symptoms 
until or unless an excess of androgens has been 
demonstrated in the urine. This test should be 
ignored wntil after the war, and it will be a long 
time before it is available to more than a very 


small percentage of the profession. It ts also 
suggested that vagimal smears be used for diag- 
nosis and the determination of the adequacy of 
treatment. These also may be ignored for the du- 


ration. Any woman of menopausal age who con- 
sults a physician about her symptoms should 


have treatment. This may need to be only 
counse) and advice, or it may need to be the 
administration of some estrogenic preparation. 


The doctor can usually decide rather quickly 


which form of treatment is needed. 


A large number of estrogenic preparations are 
available such as Theelin, Amniotin, Di-ovocylin, 
Progynon, ete. Most of them are marketed in 
oily solutions containing a certain number of 


international units per cubic centimeter. Others 


state the weight of the active substance per ce. 
My preference is to give 2000 units or 0.1 mg. 


two or three times a week for two or three weeks. 
If the symptoms are not controlled by these 


small doses, the amount may be gradually in- 
creased. Until quite recently most writers on this 
subject stressed the need of large doses — 5000 


units upward — twice a week or more often. 
There are two serious objections to large doses. 


First, they are expensive. Second, many women 
not only are not helped but are made worse by 


large doses but can be relieved by small doses. 


Consequently if one begins with large doses he 


does not help the women whose symptoms could 
be controlled by the small doses. 
A recent improvement in estrogenic prepara- 


tions is an aqueous suspension of the crystals. 
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{his seems to be more slowly absorbed than the 
oily solution with the result that the effect of 


one injection lasts longer and the patient needs 
to visit the office less frequently. 

A considerable number of estrogens for oral 
administration are available, such as Theelo), 
Emmenin, Progynon-DH. One of the latest 
additions ig Premarin. In my hands it has been 
quite useful. The dose is one or two tablets per 
day or fess often. 

Synthetic compounds are also available. The 
best known is diethylstilbestrol. It seems gen- 
erally regarded as a yery effective medicament, 
My own experience has been disappointing. Not 
more than 10 per cent of my patients have been 
helped by it. As a rule, rather small doses, such 
as 0.2 mg., once or twice a day, are more effec- 
tive than larger doses. 

Treatment of the menopause should be con- 
tinued with such doses and at such intervals as 
are necessary to control the symptoms. Usually 
after the symptoms are brought under contro), 
the frequency of treatments can be decreased 
and eventually entirely stopped. 

X-ray irradiation of the pituitary and adrenal 
region or the pituitary and the ovarian region 
with very small doses (50 1) will sometimes con- 
trol troublesome symptoms that do not yield 
readily to other medication. These treatments 
should seldom be repeated at intervals of less 
than a month. The pituitary and adrenals may 
be irradiated one month and the pituitary and 
ovaries the next. Treatments should not be 
given during or within the week prior to an 
expected period. 

Common Errors. Failure to consider the pa- 
tient as an entity instead of centering our atten- 


tion on some one phase of his complaints or 


activities. Some years ago it was shown that 


1 . 
amenorrhea occured in the absence of estrogen 
in the blood or urine and also when there was 


present normal or supernormal amounts. Better 


Tesults were obtained when the patient was con- 


sidered as an individual and obesity, under- 


nutrition, vitamin deficiencies and other defects 
corrected. Taking care of these was’ often fol- 


lowed by normal menstrual function. 
Failure to recognize endocrine disorders oc- 
curring coincident with other abnormalities. 


For example, a very obese woman referred to me 
by the late Dr, Philip H. Kreuscher complained 
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of back ache which two competent orthopedic 


surgeons were said to have recognized as due to a 
displaced intervertebral disc and had advised im- 
mediate operation. Correction of the pituitary 
and thyroid deficiency responsible for the obesity 
with loss of some thirty pounds in weight was ac- 
companied by complete relief of the back ache. 

It is commonly assumed that the BMR 
measures the level of thyroid function, a plus 
reading indicating hyper- and a minus one 
hypothyroidism. This is only partly true. This 
test is only one bit of evidence in the case and 
must agree with or corroborate the other data. 
Hypopituitarism and hypoadrenia are associated 
with rates as low as those found in hypothy- 
roidism. The three conditions may be partially 
differentiated by the history, physical findings 


and therapeutic tests. The reaction of hypo- 


thyroidism and hypoadrenia to temperature has 
already been mentioned. Unless the symptoms 


and physical findings of hypothyroidism are pres- 
ent, the low BMR is usually due to something 
other than lowered thyroid function. The admin- 
istration of one grain of thyroid per day will 
usually aggravate rather quickly the symptoms 


of hypoadrenia. The administration of 0.5 ee. 


anterior pituitary extract will often relieve for 
several hours the symptoms of hypopituitarism. 

The finding of a norma) sella is thought to 
indicate normal pituitary function. As a matter 


of fact, films of the sella have almost no diag- 


nostic value except in cases of suspected tumor. 


During the war with its depletion of civilian 
practitioners and laboratory and hospital per- 
sonnel, we should simplify as much as we safely 


can all diagnostic and therapeutic procedures. 


The preceding remarks are intended only to 


offer a few suggestions along that line. 





SUMMARY 


Most physicians entering the military service from 
an active medical practice ar¢ likely to experience ad- 
justment difficulties, both personal and clinical. If, 
however, @ man can gain a perspective, early in his 
military life, of the specific functions of the medical 
under which he works, his adjustment will be greatly 
facilitated. If he continues to be a scientific worker 
and a student as well as a soldier and can accept the 
Army rules and regulations with a willingness to “play 
the game” he will likely make a successful medical 
officer—Bulletin of the Menninger Clinic, July, 7: 
136, 1943. 
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WHICH PEPTIC ULCERS SHOULD BE 
OPERATED UPON? 
Karu A. Meyer, M.D., F.A.C.S. 
AND 
F. STeigMANN, M.S., M.D. 
CHICAGO 


The controversary as to whether peptic ulcer 
is a medical or surgical problem is fortunately 
ebbing. The furious arguments that raged be- 
tween the proponents of the purely medical 
treatment (Sippy, et al) and the advocates of 
surgery for all ulcers (Deaver, Moynihan, Mayo) 
have now ceased since the status of peptic ulcer 
therapy has become clarified in the minds of 
the up-to-date clinicians and surgeons. Today 
it is almost unanimously agreed that the peptic 
ulcer patient is essentially a medical problem. 
Furthermore, regardless of what one may believe 
to be the cause of peptic ulcer, it is fairly well 
agreed that the acid factor is most important 
in the chronicity of the lesion once it is estab- 
lished. The peptic ulcer patient, therefore, is 
primarily a medical case in whom the acid fac- 
tor and its causes must be controlled by all 
available means. The surgeon often may have 
to be consulted during the life of a peptic ulcer 
patient to aid in complications that may arise. 
Even then, surgery does not change the peptic 
ulcer patient into a surgical problem; it only 
serves as an additional therapeutic procedure in 
the medical management of the particular case. 
In spite of clearly recognizing the importance 
of the acid factor, the greatest advance in the 
treatment of peptic ulcer was not in the field of 
local therapeusis — i.e. in the preparation of 
substances which neutralize or absorb more acid 
— but in the recognition that the peptic ulcer 
patient must be treated as an individual. This 
recognition has led to better understanding of 
the problem and to the dispelling of the idea 
that a peptic ulcer patient can be cured by re- 
secting his ulcer. 


Today it is generally realized that in planning 
the management of a peptic ulcer, a new “life” 


From the Departments of Surgery and Therapeutics and 
the Gastro-Intestinal Clinic of the Cook County Hospital and 
the Cook County Graduate School of Medicine, Chicago, 
LT linois. 

Presented before the Section on Surgery, 103rd Annual 
Meeting of the Illinois State Medical Society, Chicago, May 
19, 1943. 
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must be planned for the patient. The peptic ulcer 
patient must be advised not only as to his diet 
and medication, but also as to his habits in re- 
gard to smoking,drinking, working, and resting. 
He must be advised as to certain sociologic ad- 
justments whether it is in regard to his family 
— wife, children, parents — or to his employers 
or coworkers. Not infrequently a complete change 
in environment is necessary for the effective 
control of the ulcer. 

Since the ulcer patient — particularly the 
duodenal ulcer case — is a hyperkinetic type 
of an individual, which characteristic is mir- 
rored in the behavior of his stomach, it is 
obvious that in planning his diet and his medica- 
tion, thought must be given to the following. 
The diet, divided into 6 to 8 feedings at first, 
must be bland, nutritious, easily digestible, not 
too bulky, and the foods of a character which 
permits them to leave the stomach promptly. It 
should contain a high amount of vitamins and 
minerals. The foods should not cause too much 
acid secretion and at the same time should pos- 
sess the quality of combining the largest amount 
of free acid. The currently used ulcer diets, as a 
rule, conform fairly well to the above demands. 
The medications used should complement the die- 
tary therapy by neutralizing or absorbing excess 
acid following the meal and in the interval be- 
ween meals (alkali, carbonates, phosphates, trisil- 
icates, alumina gels, mucins, ete), by preventing 
hypersecretion (atropin and atropin-like sub- 
stances), and by sedating the patient (bromides 
or barbiturates). 


By keeping in mind the above facts it is again 
logical to assume that simply performing an op- 
eration on a patient with a peptic ulcer will not 
do away with all of the above factors. The patient 
cannot be told to go ahead and live as he pleases, 
as unfortunately has been done so often. The pa- 
tients who were given such advice can now be 
found by the scores in the offices of every busy 
practitioner. Indirectly, they are the ones who 
have brought the profession to the realization 
that there is no short cut to ulcer treatment. 


Without being too dogmatic, we believe that 
there are definite indications for surgery in pa- 
tients with peptic ulcer. These indications can be 
divided into those of an emergency nature and 
those of an elective nature. The cases falling in- 
to the latter group can be subdivided into those 
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in whom surgical intervention should be done 
without delay and into those who should first ‘be 
tried on a strict medical regimen. 

ACUTE SURGICAL EMERGENCIES 

Perforated Peptic Ulcers There is no contro- 
versy about perforated ulcer requiring immedi- 
ate surgical intervention. Furthermore, it is 
unanimously agreed that the sooner the perfora- 
tion is closed, the better are the patient’s chances 
of recovery. From our experience at the Cook 
County Hospital and from reports in the litera- 
ture,’ it is clear that the mortality rises almost 
directly as the square of the length of time it 
takes before the perforation is closed (mortality 
varing form 8 per cent when the perforation is 
closed within twelve hours to 30 to 50 per cent 
after twenty-four hours). A perforated ulcer 
therefore requires immediate surgery for a low 
mortality. 

The diagnosis of ruptured ulcer is not diffi- 
cult. At the Cook County Hospital, the junior 
intern practically always diagnoses these cases. 
He bases his diagnosis on the classical picture, in- 
cluding acute onset of intense pain and rigidity 
which are associated with such a bout of distress 
that the patient is usually in shock at the time of 
admission. At the beginning, the pain is almost 
always epigastric, only later may it shift to the 
right lower quadrant. The patient usually has a 
previous history of ulcer distress which recently 
has not been relieved by frequent feedings, medi- 
cation, and aspiration. On examination, the ab- 
domen is rigid; there may be elevation of tem- 
perature and a leukocytosis. The x-ray is of in- 
estimable value in providing the diagnosis by 
demonstrating free air under the diaphragm. 
The absence of free air from the peritoneal cav- 
ity, however, does not speak against the perfor- 
ation if all other symptoms are characteristic. 
It is important to diagnose as specifically as pos- 
sible the nature of an acute abdomen, since a 
higher mortality occurs in cases operated without 
a definite diagnosis. The type of incision, the 
method of approach, and the choice of anesthetic 
may depend on the location of the pathology. 

All of these patients require adequate surgical 
preparation. The stomach should be aspirated so 
there will be no more spill into the peritoneal 
cavity. Adequate doses of morphine should be 
given. Intravenous fluids should be started and 
if shock is present adequate amounts of plasma 
should be given. 


K. A, MEYER—F,. STEIGMANN 83 


The anesthetic of choice is spinal anesthesia. 
Undoubtedly, the mortality can be lessened per- 
ceptibly by its use. If not available, then local 
anesthesia properly given with relatively higher 
doses of morphine and scopolamine, may be used 
although it is not nearly as satisfactory. The 
dangers of inhalation anesthesia are increased if 
a Levine tube has not been used beforehand as 
these patients are very likely to retch and vomit. 

It might just be stated briefly that the surgery 
performed should be minimal; namely, simple 
closure of the ulcer perforation. In case of a gas- 
tric ulcer, a biopsy of the ulcer is imperative as 
it may reveal a malignancy. Only in exceptional 
cases where the closure would lead to a marked 
stenosis and where the patient’s physical condi- 
tion permits, should the surgeon attempt a gas- 
troenterostomy to relieve the obstruction. If the 
patient is in very serious condition and the 
operation is to be as brief as possible, a jejunos- 
tomy may be done; the more radical surgery 
being deferred for a later date. 

The operative technic is of great importance. 
The use of a purse string does not prove satis- 
factory in most cases. Most perforations occur in 
chronic ulcers with a poor blood supply due to 
endarteritis and endophlebitis. Cutting into the 
ulcer produces very little bleeding. If a purse 
string is used, the sutures may tear out making 
a very insecure closure. Routine excision of 
ulcers is not necessary. The simplest technic is 
a through-and through closure with non-absorable 
suture material. Catgut is not recommended be- 
cause of the amount of fluid present which makes 
tight closure difficult because of softening of the 
gut. The finest silk is advised. If there is a rela- 
tively large, callous ulcer, an omental tag or a 
piece of rectus muscle may be used to tie over, 
in order to give some leeway for tension. In 
closing a perforation, the best method is a 
simple closure bringing the sutures tight enough 
to close but not to strangulate the tissue. 

Drainage is not recommended. If it is im- 
possible for the surgeon to overcome the habit 
of using drains, the latter should be inserted in 
a location that does not approach the site of 
pathology. Some authors recommend suprapubic 
drainage because of possible accumulation of fluid 
in the pelvis. The only good reason to drain 
there would be to lessen the possibility of a cul- 
de-sac abscess, but that is an uncommon compli- 
cation. In suprapubic drainage, there is the 
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danger that the drain may become plastered 
against a loop of small bowel causing obstruction. 
The surgery of intestinal obstruction is much 
more dangerous than drainage of a cul-de-sac 
abscess. 


A most important factor in the postoperative 
care is the use of a Levine tube. It should be in- 
serted at the time of admission and should re- 
main for two or three days after surgery. It 
prevents gaseous distension and postoperative 
gastric dilatation. If distension were allowed to 
occur, another perforation might result. Adequate 
fluids and blood transfusions are in order. 


A massive hemorrhage is another indication 
for immediate surgery.” Such an ulcer is usually 
found in elderly patients in whom the bleeding 
vessel is sclerotic and embedded in connective or 
granulation tissue, both of which are factors pre- 
venting the spontaneous cessation of the bleeding. 
It is not uncommon to see at operation such a 
vessel spurt blood with each systole. Obviously 
conservative treatment in such a patient will re- 
sult in failure, the patient dying of exsanguina- 
tion. . 

Patients under 40 rarely die from massive 
hemorrhage. They present an entirely different 
problem and may be handled from a medical 
standpoint unless they have had several bouts 
of bleeding during a 24 hour period. Repeated 
bouts of hemorrhage within a few days or a week 
suggest surgery even in younger patients. In 
these latter, however, if the patient gets along all 
right, it is better to operate during a quiescent 
period. 


The older individuals with sudden hemorrhage 
are a different problem. In them, operation must 
not be delayed too long. Patients who bleed slow- 
ly but continuously and who are carried along 
for a week or ten days on blood transfusions pre- 
sent a greater surgical risk. 

We believe that whenever a patient over forty 
years of age continues to emese large amounts 
of blood and to pass persistently liquid, red, 
tarry stools, and to show a rapid pulse, falling 
arterial pressure in spite of blood transfusions, 
he should be given the benefit of surgery. By 
continuing the administration of blood during 
the operation and after the operation, giving 
1900 to 2000 ce. or more, it is possible to save 
such patients. Spinal or local anesthesia is pre- 
ferable. It is important to keep the blood pressure 
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low until the site of bleeding is reached. All of 
these patients should receive blood or plasma 
while on the table. 

The majority have an ulcer which penetrates 
into the head of the pancreas eroding the pan- 
creatico-duodenal artery. The preferred technic 
is a high gastric resection with removal of the 
ulcer. Frequently an erosion of the pancreatic 
vessel can be demonstrated at surgery. At the 
Cook County Hospital with all the blood we 
need, with spinal anesthesia, and with rapid ex- 
posure and control of bleeding, we have resected 
these patients with a relatively low mortality. 

Pyloric obstruction: This complication of a 
duodenal or gastric ulcer requires surgical inter- 
vention only when it has been proved that the 
obstruction is on a cicatricial basis. Elderly in- 
dividuals with duodenal stenosis are frequently 
diagnosed as possible carcinoma cases. The heal- 
ing of an ulcer in an older individual frequently 
produces obstruction. In many instances, quite 
marked obstruction with retention may be pres- 
ent, due to pylorospasm and edema. The latter 
recedes on careful medical regimen. Patients 
with pyloric obstuction should be carefully de- 
compressed by Levine suction and the use of an- 
tacids, antispasmodics, and sedatives. If, at the 
end of 10 to 14 days, not much change in the 
obstruction is noted, the patient is a candidate 
for surgery. In these patients the blood chem- 
istry has to be watched closely during the ob- 
servation period as they tend to develop alkalosis. 
These patients are not emergencies, but should 
be carefully prepared for surgery by the use of 
blood, plasma, glucose, or Hartman’s solution and 
by decompression of the stomach. If operated 
while the stomach is dilated, there will be a rela- 
tively high operative mortality. The type of 
operation performed depends on the amount of 
free acid found and on the age of the patient. 

Most of them can be operated under a local 
anesthetic. The operation performed usually is 
a gastroenterostomy. The Levine tube is kept 
in for several days before and several days after 
surgery. 

There are several points to be remembered in 
the technic of gastroenterostomy — points which 
are seldom mentioned in the literature. In spite 
of adequate preoperative preparation, there will 
still be some dilatation. When a gastroenteros- 
tomy is to be performed on a dilated stomach, @ 
fairly long proximal loop should be left since 
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there will be some shrinkage of the stomach pull- 
ing the anastomosis into the lesser peritoneal 
cavity. Another point is the avoidance of ob- 
struction from the second row of stitches. When 
doing the anastomosis, one must be sure that the 
lumen is not blocked. We prefer to do without 
clamps if we have a small bowel. Practically all 
cases that are supposed to have obstruction from 
a hypoproteinemia actually are obstructions due 
to operative technique. In an anastomosis one 
must be sure that the distal loop is open so there 
is no intestinal obstruction. ‘ 

Large gastric ulcers: A large gastric ulcer is 
another form of ulceration requiring surgery. 
From a follow-up of patients with large gastric 
ulcers during the past ten years at the Cook 
County Hospital Gastrointestinal Clinic, data 
have been obtained which strongly support the 
contentions of Walters, et al,* that such lesions 
are best resected when intially seen. The study* 
showed that there is little to gain and much to 
lose in regard to (a) loss of time from recur- 
rences, (b) danger from severe hemorrhage, (d) 
perforation, (e) penetrations, and (f) possible 
walignant degeneration, form a conservative at- 
titude in such ulcers. Not only is the conserva- 
tive treatment of such lesions unsatisfactory, but 
there is also the constant danger of mis-diagnos- 
ing such a large lesion as benign when it is actu- 
ally malignant since the differential diagnosis 
is very difficult in the presence of huge craters. 


Cases To Bg Retriep ON A Mepicat REGIMEN 
BEFORE SURGICAL INTERVENTION 


In this group belong the pyloric obstructions 
and the ulcer patients with intractable pain. The 
patients having pyloric obstruction have been 


discussed above. To recapitulate, if after 
a careful regimen as outlined above, the 
stenosis persists it is usually on a cicatricial 
basis and operation is indicated. If, however, 
the stenosis is on an inflammatory, spastic, 
or edematous basis, the above treatment will 
result in a decrease of the edema and the 
gastric emptying time may return to normal. 
Such patients should then be placed on a rigid 
medical regimen. Most of them will continue to 
do. well. Some will have recurrences of the pylo- 
ric obstruction. In the latter surgery may ulti- 
mately have to be done. 

Intractable Ulcer: A type of ulcer patient who 
‘frequently needs surgical intervention is the one 
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with so-called intractable ulcer pain. These pa- 
tients are usually high strung individuals who 
may or may not carry out the medical manage- 
ment thoroughly. Usually, they do follow orders 
since they have excruciating pain day and night. 
At times, rest, aspiration, and other items in a 
medical regime do not give relief. Usually they 
have marked hyperacidity and on x-ray examin- 
ation hypermotility of the stomach is noted. They 
are usually in the younger age group. Some of 
them must be treated medically, psychiatrically, 
and by radical surgery. 


As a rule such patients should be observed for 
a fairly long time on a rigid medical regimen 
before surgery is advised as otherwise the results 
are not satisfactory. 


Before closing, we believe it advisable to briefly 
discuss the problem facing the surgeon doing 
gastric surgery. If medical management is based 
on the control of the acid factor, then surgical 
treatment must accomplish the same result. This 
is the only principle to which we may hold. We 
have gone through many different phases in the 
surgery of these cases: pyloroplasty, gastroenter- 
ostomy, gastroduodeaostomy, occlusion opera- 
tion, ete., but all have fallen into disuse. Either 
radical surgery or medical management is ad- 
vocated. The rank and file of men doing indirect 
surgical procedures have a higher mortality than 
the experienced surgeon.doing radical proce- 
dures. The patient should not be subjected to 
surgery unless the surgeon is prepared to give 
him a chance to recover by controlling the acid 
factor, i. e. by a high gastric resection. Early 
advocates of radical surgery suffered a good deal 
of criticism, but now, after twenty-five years, 
their opinions are berne out. 


There are several factors in surgical manage- 
ment to keep in mind. First, how low a mortality 
is it possible to have with high gastric resection ? 
One must have a relatively low mortality in 
order to suggest a radical operation to.a patient. 
Should everyone be doing gastric surgery or only 
a limited group of surgeons? It probably should 
be a limited group since mortality is always high 
unless one is frequently doing gastric surgery. 
Lahey® reported an 18 per cent mortality in his 
first hundred case, but today his clinic may re- 
port a hundred cases with no deaths or possibly 
only one death. The reason is that only a few 
men are doing the gastric surgery at his clinic. 
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This is true of any group of cases. If any hospi- 
tal is to have a low mortality on a given type of 
case, the cases must be cared for by a selected 
group of men who will really take an interest in 
the problem, not only in the surgical technic but 
also in the pre-and postoperative care. 
SumMARyY AND CONCLUSIONS 

1, The management of peptic ulcer should rest 
with the clinician. 

2. The surgeon, however, is called upon in a 
certain number of cases to aid in the manage- 
ment of the ulcer problem. In most instances the 
surgeon is called upon to deal with the complica- 
tions of peptic ulcer and those of an intractable 
nature. 

3. The principles which govern the medical 
management (particularly the acid factor) must 
be kept in mind and surgical procedures carried 
out which control the acid factor. 


—_— 
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DISCUSSION 

Dr. Alfred A. Strauss, Chicago: — Mr. Chairman, 
I can add very little to what Dr. Karl Meyer has said 
regarding “Which Peptic Ulcers Should Be Operated 
Upon.” We both have had about the same experience 
so our ideas regarding the indications for operation are 
sitnilar. I can very heartily agree to all of his state- 
ments. All that I can add would be to emphasize a 
few statements that he has made. For instance, he 
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spoke about the indications for operation. I agree 
with him that a duodenal ulcer is definitely medical 
until the patient has complications. The most im- 
portant complication that a patient has from chronic 
duodenal ulcer is obstruction due to contraction of the 
duodenum, symptoms that are not relieved 
by medical treatment. There is no more reason for 
treating a patient for 15 or 20 years for a duodenal 
which has incapacitated him to the extent that he 
could not make a living for his family, than you would 
treat him medically for gall stones all these years. 


The reason that medical men and surgeons have 
hesitated to do sub-total gastrectomies on duodenal 
ulcers all these years as readily as’on gall bladders and 
gall stones was on account of the mortality rate. At 
present there are many surgeons in this country and 
abroad that are doing sub-total gastrectomies for 
duodenal ulcer with a mortality of 114% to 4%. This 
is about the same mortality that occurs with gall 
bladder operations. Therefore, the patient who has 
ulcer symptoms for many years without relief should 
be operated as readily as the patient with gall stones. 


It is interesting to note that patients along in years 
endure gastric resections very well — and almost as 
well as younger individuals. In the last twenty-five 
years we have performed sub-total gastrectomies for 
duodenal ulcer on 1150 cases with a mortality of 
3.2%. Ten per cent were between the ages of 70 
and 80 and had very little more mortality than younger 
people, which illustrates that older people are as good 
surgical risks for gastric resection as for other major 
surgical procedures. 


Regarding the statement he made about bleeding 
ulcer: I fully agree with Dr. Meyer but I would like 
to emphasize one point. There are three locations in 
the stomach and duodenum where massive hemorrhage 
occurs and then operation should be performed as 
quickly as the patient can be gotten ready with blood 
transfusions. Namely: 1. Those indurated ulcers of 
the lesser curvature of the stomach. (The bleeding 
is usually from a large blood vessel of the lesser 
curvature.) 2. Hemorrhage from known chronic in- 
durated posterior wall duodenal ulcers. (The hemor- 
rhage is usually from a pumping vessel, a branch from 
the pancreatic-duodenal artery.) 3. Massive hemor- 
rhage from a gastrojejunal ulcer in which the hemor- 
rhage usually comes from the mesenteric side (mesen- 
teric blood vessel) of the jejunum. In many of these 
cases the patient is held too long by the internist before 
transferring him to surgery. If the patient’s condition 
is critical we prefer to go in under local anesthesia and 
simply stop the hemorrhage by ligation or local ex- 
cision of the ulcer and then later do a sub-total gastric 
resection. We prefer local excision of the ulcers, 
especially in those that have been held by the Medical 
Department for a week or so with the repeated trans- 
fusions, and the patient is still critical. 


Those cases of bleeding ulcer that are in fair con- 
dition after transfusion, we believe, should have im- 
mediate sub-total gastrectomy. As to gastric ulcers, 
I have an entirely different feeling. I believe that all 
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gastric ulcers should be removed by sub-total gastrec- 
tomy and never treated medically because there are no 
means at present to differentiate which lesion is a 
gastric ulcer, or a primary carcinoma of the stomach, 
and until we have a serological test for carcinoma, as 
we have in the Wasserman Test for syphilis, these 
cases should be treated surgically. In addition, if you 
compare the end results and mortality rate for gastric 
ulcer over a long period of years by medical treatment, 
as compared with sub-total gastrectomy, you will find 
surgery will show by far the best result. 





GENERALIZED LYMPHOSARCOMATOSIS 
WITH MARKED INVOLVEMENT OF 
THE BRAIN 
J. M. Rapzinsx1, M.D. 

AND 


M. E. Uznansk1, M.D. 
CHICAGO 


The following case (of Dr. M. E. U.) is re- 
ported because of the unusual cerebral and men- 
ingeal involvement and the fulminating clinical 
course of the disease. 


History: The patient, a girl, aged 13, entered St. 
Mary of Nazareth Hospital February 3, 1942, com- 
plaining of headache, stiffness of the neck, and great 
general weakness growing progressively worse for one 
week prior to admission. In the last three days the 
patient developed marked dyspnea accompanied by 
nausea and vomiting. She has also noted a heavy pain 
in the lower abdomen and pain in the right side of the 
chest accompanied by a dry cough. Within the last 
two days there have occurred blurring of vision and oc- 
casional diplopia. The patient had considerable diffi- 
culty in chewing and swallowing. 


The past medical and surgical history was essenti- 
ally negative. Catamenia began in June 1941, every 
2% days normal in amount and without pain. Parents 
and three siblings were living and well and the family 
history was negative for tuberculosis, malignancy or 
diabetes. 


Examination revealed a moderately well developed 
and nourished white adolescent girl, rather pale, and 
appearing ill, but answering questions well and gen- 
erally cooperative. There was a slight horizontal 
nystagmus. Pupils were equal, regular and reacted 
sluggishly to light and accommodation. There was a 
definite weakness of muscles of expression, more 
marked on the right with deviation of the mouth to 
the left on exposing the teeth. The ophthalmoscope 
revealed blurring of the margins of the right optic 
disc. The tongue was dry with a white coating, was 
protruded with effort, but in the midline. Pharygeal 
reflex was absent. There was stiffness and pain on 
flexion of the head and the Brudzinski sign was posi- 
tive, 
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The left breast was that of a normal adolescent; 
the right was about twice as large as the left, hard 
and somewhat tender. The axillary glands on the 
right side were palpable and tender. There was dul- 
ness on percussion of the right lower chest and crepi- 
tant rales were heard at the base posteriorly. The 
heart sounds were normal. 


The abdomen was diffusely tender and distended. 
There was a palpable mass about the size of an 
orange, firm and ballotable in the midpelvic region. 
The genitalia were adolescent. Rectal examination re- 
vealed that the abdominal mass was above and sepa- 
rate from the uterus. 


The extremities showed weakness of the flexor 
muscles of both arms. The deep reflexes were de- 
pressed and the right knee and Achilles jerks were ab- 
sent. Superficial reflexes were negative. 

Laboratory examination was as follows: Red blood 
corpuscles 4,300,000, white cells 12,800, hemoglobin 
779 per cent. Differential: Neutrophiles 83 per cent, 
lymphocytes 15 per cent, monocytes 2 per cent. Re- 
peated blood counts showed essentially similar re- 
sults. The blood serology was negative. 

The spinal fluid was under pressure, cloudy and 
contained 2,144 cells per mm. with lymphocytes 98 per 
cent, neutrophiles 2 per cent. There was an occasional 
endothelial cell. Globulin test was strongly positive, 
and blood chlorides 396 mgm. The spinal Wassermann 
was negative and smears showed no organisms. The 
blood culture was also negative. The temperature var- 
ied from 98.2 to 101.8 and before death reached 105. 
The pulse varied from 60 to 150 and was erratic. On 
the twelfth of February the patient developed a series 
of convulsions and died on February 13. The autopsy 
was performed within an hour after death. 

Autopsy Findings—The autopsy was performed on 
February 13, 1942, by Dr. Hill at St. Mary of Naza- 
reth Hospital. 

The body was that of a moderately well developed 
somewhat emaciated white female, 13 years old. 
Superficial lymph nodes were not palpable. The right 
breast was enlarged and contained a firm mass 8 x 6 
x 4 cm., circumscribed but not encapsulated. The cut 
surface was smooth, grayish white and translucent. 

The thorax was opened by the supraclavicular and 
midline incision and the breast plate was removed. 
The lungs were free and the pleural surfaces smooth. 
There was crepitation throughout. The cut surface 
appeared congested especially in the lower parts with 
small irregular patches, darker and firmer than the 
surrounding lung tissue. The heart was normal in size, 
form and position. There was a small amount of clear 
fluid in the pericardiac sac; epicardium was smooth; 
myocardium firm and pale; ventricular walls of normal 
thickness. In the posterior wall of the right auricle 
there was an area 3 cm. in diameter, thickened to 
about 1 cm., with a smooth grayish cut surface. The 
valve leaflets and the great vessels were essentially 
normal. 

The stomach was of normal size and shape. Serosa 
was smooth. There was a diffuse and uniform thick- 





88 ILLINOIS MEDICAL JOURNAL 


ening of the wall to 1 cm., throughout the entire organ. 
The cut surface was smooth, white and translucent. 
The mucosa was flattened, congested and presented 
an irregular ulcer 2 x 3 cm., on the anterior surface 
of the fundus. The small and large intestines were es- 
sentially normal. The liver was of normal size and 
shape, and dark purplish-red. Its margins were some- 
what rounded. The cut surface was markedly con- 
gested. The gall bladder was of normal size, serosa 
was smooth; the wall of the fundus thickened from 
3 to 8 mm. The cut surface was smooth, white, and 
translucent. The mucosa was velvety with its lumen 
filled with thick dark bile. 


The spleen was normal in size, shape, and was firm. 


The uterus was normal. The right ovary was en- 
larged to a diameter of 10 x 15 cm. The external 
surface was smooth with grayish white hemorrhagic 
areas. The cut surface was firm, white, and trans- 
lucent with occasional small cyst. The left ovary was 
similar to the right except that it was only about one- 
fourth as large as the right. The fallopian tubes were 
normal, 


The retroperitoneal tissues especially on the right 
side were thickened and firm, white, homogenous, and 
translucent in section. No separate lymph glands 
grossly were visible in the thick retroperitoneal mass. 
The right kidney was enlarged and embedded in this 
white peritoneal tissue. The capsule stripped readily 
leaving a somewhat mottled grayish tissue with many 
areas of hemorrhage extending into the substance of 
the kidney in several places. The ureter passed 
through the white tissue in its entire length and had 
apparently been compressed by it. The pelvis was 
distended. The left kidney was similar but the amount 
of white tissue was much less. The pelvis, however, 
was doubled. The urinary bladder was essentially 
normal. 


The scalp was opened by the usual transverse in- 
cision and the skull removed. The dura was tense 
and its opening released an increased amount of turbid 
cerebro-spinal fluid. The blood vessels of the pia and 
arachnoid were engorged. The subarachnoid space con- 
tained much turbid fluid. No definite tubercles or 
tumor masses were seen in the meninges though the 
arachnoid appeared somewhat opaque in places. The 
bones of the skull and membranes covering them 
appeared normal. 


Anatomic Diagnosis: 1) Generalized lymphosarco- 
matosis 2) Tumor leptomeningoencephalitis. 


Microscopic sections revealed lymphosarcoma _in- 
volving both ovaries, retroperitoneal cavity, kidneys, 
heart, stomach, gall bladder, meninges and brain. The 
process in the brain and meninges involved chiefly the 
perivascular and adventitial spaces in the form of 
densely packed cuffs ‘of lymphoid cells. In the smaller 
blood vessels only the endothelial lining separated the 
tumor cells from the lumen of the vessels. The intima 
appeared to be an effective barrier against the over- 
flow of the tumor cells into the circulatory stream. 
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DISCUSSION 


In surveying the literature on lymphosarco- 
matosis and allied conditions, there is found a 
great confusion both in classification and termi- 
nology. A number of schools of thought exist 
on the subject of lymphoblastic formations, their 
relationship to each other, to such apparently 
widely divergent disorders as leukemia and 
“true” tumor formation. Equally little is known 
about etiology and mode of dissemination. A 
study of various classifications (C. J. Watson, 
Ewing,? Minot and Isaacs,’ etc.) suggests one 
rather sharply distinctive clinical tendency; 
namely, that some of these disorders tend to 
produce a dramatic change in the white constit- 
uents of the blood (leukemia) while others tend 
not to alter them. Of the conditions producing 
no characteristic blood changes, two stand out 
clearly; namely, Hodgkin’s disease (lympho- 
granuloma) and lymphosarcoma. And just as 
there is much difference of opinion whether 
lymphogranuloma is a tumor formation or an 
inflammatory disease, so in the case of lympho- 
sarcoma it is uncertain whether it should be 
classified as a true tumor formation or a systemic 
disease together with leukemias. Some authors 
(Naegeli’) would place lymphosarcoma in an 
intermediate position between leukemias and 
tumors, as partaking of the characteristics of 
both. Sternberg‘ further differentiates lympho- 
sarcoma from lymphosarcomatosis, the latter dif- 
fering from the former in being both a regional 
and a systemic disease. Borst thought that the 
spread of lymphosarcomatosis is not metastic but 
occurs locally and simultaneously in many places 
as an outgrowth of the vascular endothelium. 
K. Lenz* stated that the primordial tissue for 
lymphocytes, “the undifferentiated pluripotential 
mesenchyme,” is found, among other places, in 
the adventitia of the blood vessels. 


Histologically, three types of cells are found 
in lymphosarcomatosis® (1) large reticular cells 
(2) intermediate types (3) small lymphocytes. 
It is possible that these three types are but 
transitional stages in the evolution of the tumor 
cells. 


The case here described falls in the group of 
lymphosarcomatosis with small lymphocytes as 
the cell type. The unusual features of the case 
are (1) extremely rapid evolution of the process, 
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total clinical duration of the process being about 
eighteen days. In 18 cases out of 5000 consecu- 
tive autopsies reported by Ehrlich and Gerber,® 
the reticular type was the most chronic (21.5 
months); the intermediate type averaged 8.6 
months, while in the small lymphocyte type the 
average duration was 2.0 months. Other statis- 
tics speak of great chronicity of lymphosarcoma. 
Thus, A. U. Desjardins’ in a series of 55 cases 
found the average duration to be 28 months. 
Irradiation, while temporarily alleviating the 
symptoms, affects but slightly the duration of the 
disease.® 

The second interesting feature in this case is 
the marked difference in involvement between 
the right and left sides of the body, as evidenced 
by the much greater size of the right ovary, the 
right kidney and the right retroperitoneal tis- 
sues. Such a distribution would favor the prob- 
ability that the spread was by extension along 
the blood vessels analogous to a prairie fire rather 
than by metastases. Simultaneous autoch- 
thonous development of tumor cells along the 
course of the vascular tree is of course not ex- 
cluded.® 

The third feature is the marked and early cen- 
tral nervous system involvement which produced 
such urgent meningeal and brain symptoms as 
to mask utterly manifestations in other organs. 
In the 18 cases reported by Ehrlich and Gerber 
only two presented involvement of the meninges, 
ependyma of the lateral ventricles, central canal 
of the spinal cord and cronial nerves. No metas- 
tases, however, were found in the brain sub- 
stance or the spinal cord. 

It should be remarked, in conclusion, that such 
an ubiquitous invasion of blood vessels by the 
tumor cells, even down to the endothelial lining 
as this case presented, without any evidence of 
leukemia speaks against identity of a case of 
this type with leukemias. Apparently, in order 
for leukemia to occur, there must be not only 
excessive formation of lymphocytes but an op- 
portunity and ability of these cells to be released 
into the blood stream, either by ameboid move- 
ments or altered permeability of the vascular 
endothelium. 


BIBLIOGRAPHY 


1. C. J. Watson. Handbook of Hematology. Hal Downey, 
editor; p. 3051. Paul B. Hoeber Inc., New York, 1938. 
2. James Ewing. Neoplastic Diseases, Lymphosarcoma; pp 
421-433. W. B. Saunders Co., Philadelphia and London, 

1940, 


JOSEPH M. LUBITZ 89 


. Minot and Isaacs. Lymphoblastoma (Malignant Lym- 
phoma.) J.A.M.A., 1926 pp 1185. 

. C. Sternberg, Zur Frage der Leucosarkomatose Wien. Klin. 
Wehnschr, 43, p. 714. 

. E. Lenz. Lymphosarcomatosis Virchows Arch. f path. 
Anat., pp. 295: 534-544. 

. Joseph C. Ehrlich and Isadore E. Gerber. The Histo- 
genesis of Lymphosarcomatosis. The Am. Jour. of Cancer, 
Vol. 24, May, 1935, p. 1. 

. A. U. Desjardins. Radiotherapy for Lymphoblastoma. 
Radiology 7: p. 121. 

. Geo. R. Minot. Lymphoblastoma. Radiology 7; p. 119. 





DUTIES OF THE PATHOLOGIST IN THE 
UNITED STATES PUBLIC HEALTH 
SERVICE 
JosEPH M. Lusitz, PassEp AssisTANT SURGEON 
(R), USPHS 

Before considering the actual duties of the 
pathologist in the USPHS it would, perhaps, be 
of interest to give a general survey of the activi- 
ties of the Service, noting particularly those 
phases which would be of special interest to 
pathologists. 

The USPHS is the principal federal agency 
concerned with research in the diseases of man 
and the promotion of national health. At the 
present time, the personnel of the Service totals 
approximately 17,000, including some 1600 com- 
missioned officers. The commissioned corps, 
which administers the affairs of the Service, and 
carries out many of its functions directly, is 
composed of uniformed officers who are ap- 
pointed and commissioned by the President. It 
is organized like the medical corps of the Army 
and the Navy. 

Since its organization in 1798, various duties 
have been assigned to it, in peace and in war 
time, so that today its functions are diverse and 
wide-spread. War time duties for the most part, 
consist of an expansion of its pre-existing peace 
time facilities, as well as such tasks as arise with 
current needs. ‘Thus, the medical care of the 
Coast Guard, both in the shore stations and at 
sea, which in peace time is but a small part of its 
many functions, becomes increasingly significant 
with the expansion of this branch of the armed 
forces. As another example, the civilian aspects 
of the venereal disease program become over- 
shadowed in war time by the greater problems 
of venereal disease control in military extracan- 
tonment and war industrial areas. On the other 
hand, an assignment such as duty with the U. S. 
Army in the Pacific combat area or the appoint- 


Presented before the Illinois Society of Pathologists, 103rd 
Annual Meeting, Illinois State Medical Society, May 18, 1943. 
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ment of a USPHS officer to a typhus control 
commission in North Africa are examples of war 
time duties. 

The organization, reorganized Nov. 11, 1943, 
under Public Law 184, 78th Congress, consists 
of several Divisions, but I shall enumerate only 
those to which a pathologist might be assigned 
or those activities to which his interest might be 
directed. 

Division of States Relations is concerned with 
the Federal-State cooperative health program 
and with prevention of inter-State spread of 
communicable diseases, particularly tuberculosis, 
malaria, plague, typhus, and gastrointestinal in- 
fections. ‘The Public Health Service Plague 
Laboratory in San Francisco conducts collection 
and bacteriologic examinations of animals and 
human tissues for the identification of the Pest 
bacillus. 

The Division of Foreign and Insular Quaran- 
tine and Immigration takes measures to prevent 
the introduction of quarantinable diseases into 
this country. Increased airplane service to the 
United States requires increased vigilance par- 
ticularly in regards to insect vectors. 

The Division of Mental Hygiene is interested 
in the physiology, pathology and therapy of drug 
addiction, with the hospital at Lexington, Ky., 
furnishing clinica] material. 

The Division of Venereal Diseases is of the 
utmost importance to the war health program, 
and of special interest to the clinical pathologist. 
At the Venereal Disease Research Laboratory at 
Stapleton, N. Y., facilities are on hand to study 
the clinical and experimental effects of new 
drugs, evaluation and standardization of sero- 
logie tests, comparative studies of cultures and 
smears for the gonococcus, and cultural charac- 
teristics of the treponema pallidum. As part of 
the general program to standardize serologic 
methods, opportunities are given to civilian tech- 
nicians to train at the laboratory. 

The National Institute of Health in Bethesda, 
Maryland, is a large unit comprised of several 
divisions : 

Division of Biologics Control enforces the 
Biologics Act. This includes investigation of 
methods of manufacture, potency, standardi- 
zation and sterilization tests of biologic prod- 
ucts. 

Division of Chemistry is concerned with 
biochemical research. 
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Division of Chemotherapy is interested in 
the synthesis of new drugs, the evaluation of 
existing drugs, and research in nutritional 
science. 

Dwwision of Industrial Hygiene among other 
duties investigates the toxic reactions of sub- 
stances like carbon monoxide, heavy metals, 
pneumoconiosis-producing dusts, explosives 
and other industrial hazards. Pathologists 
are assigned to these studies. 

Division of Infectious. Diseases carries on 
various projects which are of interest to a 
pathologist. ‘The Rock Mountain Spotted 
Fever Laboratory makes field and laboratory 
studies of rickettsia) diseases, also produces 
vaccines for yellow fever and Rocky Mountain 
spotted fever on a large scale. At Bethseda, 
the organisms of typhus, “Q” fever, St. Louis 
encephalitis, tularemia, yellow fever, and poli- 
omyelities are investigated. 

National Cancer Institute is engaged in 
experimental cancer research. Several pathol- 
ogists and other specialists are detailed to the 
Institute. At present, the interest is focused 
on carcinogenic substances, heredity, the effect 
of diet, properties of cancerous tissues and 
diagnostic tests. The National Advisory 
Cancer Council recommends grants-in-aid to 
civilian cancer study groups. 

Division of Public Health Methods studies 
problems of housing, environmental sanita- 
tion, stream pollution, public health adminis- 
tration, medical care, and health statistics. 


Division of Zoology continues its work 
principally in parasitology with particular in- 
terest in trichinosis, oxyuriasis, and amebiasis, 
and more recently, certain exotic tropical dis- 
eases to which American troops are exposed in 
several war areas. 


Division of Pathology also one of the units 
of the National Institute of Health, is con- 
cerned with tissue pathology and research. It 
examines autopsy and surgical tissues from 
the smaller Marine and Indian Service hos- 
pitals and Federal prisons, where a staff 
pathologist is not on hand. It may also serve 
for consultation to the regular Marine hospital 
pathologists. Its main project is the exam- 
ination of tissues from experimental animals 
in conjunction with studies in other Divisions. 
Recent interests include poliomyelitis, chori- 
omeningitis, Rock Mountain spotted fever, 
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typhus, psitticosis, and virus diseases. The 
pathologic changes in deficiency diseases, 
heavy metals, and drug toxicity are observed. 
The Division also serves as a training center 
for the younger pathologist. This completes 
the group at the National Institute of Health. 
The pathologist is ordimarily assigned to a 
Marine Hospital under the Division of Marine 
Hospitals and Relief, where he fulfills his func- 
tions as anatomical and clinical pathologist. Ex- 
cept for the type of patient which is admitted to 
the Marine Hospital, his duties are essentially 
similar to that of the civilian pathologist. In 
war time, approximately 50% to 70% of our 
patients are service men, including Coast 
Guardsmen, soldiers, sailors and merchant sea- 
men. ‘The balance includes any other govern- 
ment employee who may be eligible for govern- 
ment hospitalization. As a medical officer the 


pathologist may be assigned certain details like 
any other officer. Thus he may act as a member 
of a Coast Guard retirement board, or may be 
assigned to a board of medical survey. Officer- 
of-the-Day is a duty which is not spared the 
younger pathologist. In the Chicago area where 


quarantine and medical immigration inspection 
is assigned to the Hospital Division, he will also 
board ships for this purpose. These duties as a 
whole are not too time-consuming and allow the 
pathologist to devote a major portion of his time 
to the laboratory. 


Various duties arising from the pre-war time 
mobilization and from war time activities have 
required new and sudden adjustments of the lab- 
oratory service in addition to the routine hospital 
work. For instance, with the mass induction of 
Coast Guardsmen, our laboratory in Chicago was 
required to increase its serologic test load ten- 
fold. With the increased activity on the venereal 
disease wards many more darkfield examinations 
are requested, more serologic tests are done and 
many more cultures and smears are examined 
for the gonococcus. Application of newer meth- 
ods and doses in the treatment of syphilis require 
more frequent and complete serologic examina- 
tions. Certain communicable diseases increase 
during war time, so that more and comprehen- 
sive studies of streptococcal and pneumococcal 
and meningococcal organisms are required. The 
so-called atypical pneumonias demand more lab- 
oratory studies than the typical pneumonias in 
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order to exclude other possibilities. The alert- 
ness for the diagnosis of infectious’ mononucle- 
osis, particularly with upper respiratory infec- 
tions now require an adequate blood smear and 
serologic examination in many more instances 
than might be demanded in private practice. 

The numerous required immunizations to all 
government personnel are usually given in the 
laboratory. In addition to these vaccinations, 
clinics are held at intervals to immunize civilians 
going into yellow fever zones on missions related 
to the war effort. The blood type is also part of 
a health record. 

Public Health Service officers have been as- 
signed to the medical section of the Office of 
Civilian Defense. In conjunction with other 
grantee hospitals, the larger Marine hospitals 
have been assigned the task of establishing and 
maintaining plasma reserves and depots. It is 
noteworthy that one of the requirements for a 
grant is that the plasma bank be under the su- 
pervision of a competent pathologist. 

The pathologist thus obtains a variety of in- © 
terests in the Public Health Service. He also 
finds in the Service cooperative consideration for 
his routine work and individual efforts. 





Tuberculosis has no sporting instinct and it does not 
follow the Marquis of Queensbury rules for combat. 
Wartime with its overwork, strain, anxiety, food 
shortages, over-crowded living conditions, makeshift 
working conditions, broken rest and lack of proper 
recreation manages to lower the resistance of many 
otherwise strong people. That is when tuberculosis 
strikes. Persons between the ages of 15 and 45, the 
age range when the disease most often comes, should 
be warned that colds and other seemingly simple ail- 
ments should not be neglected. The disease can be 
easily checked if it is found in time. The easiest marks 
for tuberculosis are boys and girls in their late teens 
and early twenties. We can look forward to the time 
when every young person going to work for the first 
time will have his or her lungs X-rayed as a matter of 
routine. Joseph Alexander, M.D., Sea View Hospital. 





While we look for the virtual conquest of tubercu- 
losis within the measurable future, we cannot hope for 
the annihilation of the tubercle bacillus. Unless Nature 
takes an unexpected whim to do away with it before- 
hand, this acid-fast rod may be present at the ob- 
sequies of the last man on earth. Therefore, it is well 
for tuberculosis workers to prepare for permanent 
duty during war and peace, in good times and bad, 
lest the microscopic vegetable seize the unsuspecting 
moment and the fertile spot to seed itself anew. J. 
Burns Amberson, M.D. 





Clinicopathologic Conferences 


J. J. Moore, M.D., Department Editor. 





THREE CASES OF LONGEVITY WITH 
CARCINOMA OF THE THYROID 
PRESENTED By: 

Epwin F. Hirscu, M. D., 

AND 

JosePH L. Mituer, Jr. M. D. 

From the Henry Baird Favill Laboratory of St. 

Luke’s Hospital 

CHICAGO 

CASE 1. 

A well nourished female child aged 4 years had 
enlarged right cervical lymph nodes which clini- 
cally seemed tuberculous and were excised on 
June 3, 1930 by Doctor Coleman Buford at St. 
Luke’s Hospital. Four of these lymph nodes had 
a maximum diameter of 3 cms. and several 
others were smaller. They contained firm grey 
tissues which histologically had acini like those 
of a hyperplastic goiter and a scanty supporting 
fibrous stroma. The diagnosis was metastatic thy- 
roid gland carcinoma of the cervical lymph 
nodes. Figure 1. On June 18, 1930 Doctor Bu- 
ford removed the right lobe and isthmus of the 
thyroid and other lymph nodes. The right lobe 
was 5.5 by 2.5 by 2.5 ems. and the isthmus con- 
tinuous was 3 by 3.2 by 1.8 ems. Figure 2. They 
weighed 22.8 grams. The right lobe contained 
red-brown tissues mottled with grey but without 
the usual lobular markings and vesicle structures. 
The grey portions comprised about a third of the 
tissues, formed aggregates slightly elevated on 
the surfaces made by cutting and ranging to 
2 ems. diameter. The tissues of the isthmus 
were tan-grey and had fine vesicles. Six lymph 
nodes were 1 to 3 cms. in maximum diameter. 
The grey portions in the thyroid were cancerous 


92 


tissues composed of papillary and acinar units. 
Figure 3. The child continued to grow and de- 
velop normally without signs of any illness. She 
appeared at meetings of the medical staff of the 
hospital and her clinical history was discussed. 
After about two or three years roentgen films of 
the lungs had many small opacities and the possi- 
thyroid and metastatic carcinoma of the cervical 
bility of a disseminated pulmonary tuberculo- 
sis was considered. On July 14, 1936, six years 
after the diagnosis of primary carcinoma of the 
lymph nodes had been made, then at the age of 
10 years, she was admitted to the Rockford Hos- 
pital because of dyspoea, emaciation, and marked 
debility. Death occurred on July 15th and the 
postmortem examination by Doctor H. D. Pal- 
mer demonstrated recurrent carcinoma of the 
thyroid gland, and metastatic carcinoma of the 


Figure 1. Photomicrograph illustrating carcinoma 
tissues metastatic in cervical lymph nodes and closely 
simulating the structure of a hyperplastic thyroid 
gland. Case 1. 
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Figure 2. Photograph of the surgically excised right 
lobe and isthmus of the thyroid gland. Case 1. 


Figure 3. Photomicrograph illustrating the cancerous 
tissues of the thyroid gland. Case 1. 


lungs, cervical, periaortic, and mediastinal lymph 
nodes. The tissue structure corresponded to that 
of the original tissues. 


CASE 2. 

An adult male at the age of 29 years in 1915, 
noted a nodule in the left side of his neck which 
increased in spite of roentgen therapy so that in 
1916 a hard nodular mass extended from the 
mandible to the clavicle. The thyroid gland, es- 
pecially the left lobe, was enlarged hard and nod- 
ular. An attempt to remove the mass in the 
neck on March 8, 1923 was unsuccessful be- 
cause of its firm union with adjacent structures. 
Two small lymph nodes and portions of the 
mass were removed. For some reason, the dis- 
ease was considered to be Hodgkins. In 1925 nod- 
ules appeared in the right side of the neck and 
on August 6, 1925 at St. Luke’s Hospital Doc- 


CLINICOPATHOLOGIC CONFERENCES 


Figure 4. Photomicrograph illustrating the carcinoma 
tissues observed in the second biopsy material. Note 
the hyaline masses suggesting colloid material. Case 2. 


Figure 5. Photomicrograph illustrating cancerous tis- 
sues metastatic in cervical lymph nodes removed July 
21, 1931. The structure suggested a primary growth in 
the thyroid gland. Case 3. 


tor Dean Lewis removed a portion of one. This 
was diagnosed as metastatic carcinoma of the 
cervical lymph nodes, primary in the thyroid. 
The cancerous tissues of this growth did not 
have acini but consisted of mosaics of cells in 
irregular masses and associated with odd aggre- 
gates of hyaline material, apparently deposits 
without characteristic distribution. Figure 4. 
Sections of tissues removed in March of 1932 
were obtained for review and had a similiar me- 
tastatic carcinoma. The masses in the neck grew 
larger, the disease progressed slowly, and death 
occured March 7, 1932, at the Presbyterian Hos- 
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Figure 6. Photograph of the fibrous nodule in the 
thyroid gland tissues removed surgically on February 
14, 1938. Case 3. 


pital. The postmortem examination by Doctor 
Carl W. Apfelbach demonstrated carcinoma of 
the thyroid gland with marked invasion of the 
regional structures and systemic metastases. The 
patient had lived with the disease about 17 years, 
approximately 614 years after the second bi- 
opsy or 9 years after the first. 


CASE 3. 

A white male, aged 27 years in 1931, had a 
lump in his left supraclavicular fossa which 
appeared two years before. This was removed by 
Doctor R. A. Jacobson at St. Luke’s Hospital on 
July 21, 1931. There were three lymph nodes 
2.5 to 4.5 cms. in maximum diameter. These 
tissues had a structure similiar to those removed 
by the second biopsy of Case 2, and the diag- 
nosis of metastatic carcinoma of cervical lymph 
nodes, primary in the thyroid gland was made. 
Figure 5. Nothing further was noted for 114 
years, but in 1932 or 1933 and in 1934 or 1935 
several lumps appeared in the neck, one below the 
right ear; the others in the upper and lower por- 
tion of the left side of the neck. One of these was 
removed and contained tumor tissues. On Feb- 
ruary 14, 1938 Doctor Jacobson widely exposed 
the thyroid gland. Both lobes seemed alike, with- 
out obvious tumor, and the entire gland was re- 
moved as well as all but one of the palpable nod- 
ules. Two small pieces of thyroid gland tissue 
weighing 9.5 grams contained finely lobulated 
red-brown tissue moist with a small amount of 
colloid. Another mass 6 by 4 by 1.5 ems. weighed 
15 grams and consisted of two approximately 
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Figure 7. Photomicrograph illustrating the cancerous 
tissues in the fibrous nodule of the thyroid gland. 
Case 3. 


equal masses of thyroid tissue puckered and 
drawn together near the center. On one sur- 
face was a nodule 1.3 by 1.4 by 0.8 cms., and on 
the opposite side another 2.5 by 1.5 by 1.5 cms. 
When the thyroid mass was sectioned frontally, 
in the retracted portion was a primary fibrous 
mass 1 cm. in diameter, streaked with fine o- 


- paque lines. Figure 6. This nodule had a dense 


hyline fibrous stroma with ingrown masses, a few 
with small tubule structure. Figure 7. One month 
later (March 8, 1938) a well encapsulated nodule 
was removed from the right side of the neck and 
this also contained tumor tissues. Now all of the 
palable nodules in the neck had been removed. In 
January 1944, or about 15 years after the first 
lumps in the neck appeared the patient seems in 
good health and there is no evidence of a cancer- 
ous growth. His basal metabolic rate in January 
of 1937 was plus 6, and in January 1938 it was 
plus 10. A chronic diarrhoea disappeared im- 
mediately after the thyroid gland was removed. 
The only therapy given this patient was surgical 
extirpation of the thyroid gland and enlarged 
lymph nodes. 


I like work: it fascinates me. I can sit and 
look at it for hours. I love to keep it by me: the 
idea of getting rid of it nearly breaks my heart. 
—Charles Jeffers’ “Three Men in a Boat.” 
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SAFETY, HEALTH AND SANITATION 

The following data are compiled from the 
Bulletin No. 13 of the United States Department 
of Labor, Division of Labor Standards. 

Housekeeping.—The plant should be main- 
tained in clean and orderly fashion. 

Storage spaces should be clearly marked and 
posted with allowable floor loads. 

Material should be piled securely. 

Tools should be kept in racks built to suit 
their sizes and shapes. 

Means should be provided for the disposal of 
waste and scrap. 

Floors should be kept free of oil by the use 
of oil pans, splash guards and drip pans, by 
proper oiling and maintenance of machinery, and 
by prompt cleaning up of any spillage. 

Aisles should be wide enough to permit easy 
flow of traffic, be clearly marked and kept free 
of projection hazards and debris. 

Light bulbs and windows should be kept clean, 
walls well painted and clean. 

The maintenance of cleanliness and order 
should be a continuous job, and not be left to 
occasional “clean-up” campaigns. 

Heating and Ventilation—During seasons 
when the plant must be heated, indoor tempera- 
tures should be maintained between 65° and 70° 
for light work, with lower temperatures, but not 
below 60°, for heavy work. In warm weather, 
controlled plant temperatures between 75° and 
82° are preferable in order to avoid too great 
variance with outside temperatures. Relative 
humidity of 45-50 should be maintained unless 
higher humidity has been proved to be essential 
because of the nature of the materials or the 
process, 

In uncrowded workrooms where the workers 
constitute the sole source of air contamination, 
air should be changed two or three times an 
hour. If there is less space than 400 cubic feet 
per worker, or if the atmosphere is subject only 
to nontoxic contamination, changes should be 


more frequent. Nontoxic air contaminants, such 
as excessive odors, heat, dust, smoke, etc., should 
be removed at their source by means of exhaust 
hoods. ¥ 
Iighting and Vision.—Plants should have 
good general illumination, with such supple- 
mentary lighting at each machine, bench, or 
other place of work as is necessary to assure 
ease of vision. Comfort and accuracy of vision 


are essential to efficient and safe work perform- 
ance and plant illumination should conform to 
the specifications of the American Recommended 
Lighting, 


Practice of Industrial American 
Standards Association. 

Electrical lighting fixtures should be main- 
tained in efficient working order, and windows, 
skylights, and other sources of natural light, 
should be cleaned frequently. Goggles and 
shields through which employees must view their 
work should be of a type meeting the specifica- 
tions of the “American Standard” Code for the 
Protection of Head, Eyes, and Respiratory Or- 
gans. They should be sterilized at frequent 
intervals. 

Good plant housekeeping, combined with the 
use of light paint on walls and ceilings, makes 
possible more efficient utilization of natural and 
artificial light and increases the comfort and 
efficiency of the worker. The use of contrasting 
colors on machines — medium gray for the bulk 
of the machine and light buff for the points of 
operation — eases the strain on the operators’ 
eyes and also leads to general safety by high- 
lighting the danger points. 

Control of Dusts, Fumes, Vapors, and Gases.— 
Most occupational diseases are the result of ex- 
posure to excessive concentrations of injurious or 
toxic dusts, fumes, vapors, and gases released 
into the workroom air in manufacturing proc- 
esses. Control of such hazards requires prevent- 
ing injurious substances from getting into the 
air in sufficient amounts to cause injury. Plants 
using processes which produce injurious dusts, 
fumes, vapors, or gases should either (1) change 
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the process so as to substitute harmless for toxic 
materials or (2) catch the dusts, fumes, or gases 
at the point of origin and remove them to a safe 
point of discharge by means of local exhaust 
ventilation, or (3) isolate the process so as to 
reduce the number of employees exposed, and 
provide essential workers with adequate personal 
protective equipment. As supplementary pre- 
cautions, there should be good positive general 
ventilation to dilute accidental escape of fumes 
into the air of the workrooms, and in case of 
dusts, frequent and thorough cleaning by vacuum 
or wet methods. 


Adaptation to Physical Characteristics of 
Workers.—Careful attention should be given to 
adapting guards, machines, benches, and level of 
work surfaces to the height and build of the 
workers. This is particularly important in view 
of the influx of women, older men, the physical- 
ly handicapped, and young persons whose stat- 
ure, reach, and other physical characteristics 
differ, perhaps markedly, from the average able- 
bodied men who are being replaced. The levels 
of benches and machines should be lowered, or 
the floor surface raised by means of platforms 
where necessary, to compensate for differences in 
height. Operations of machines and processes 
adapted to the reach of the average male adult 
should be revised to permit ease of operation by 
new employees. Workers should be assigned to 
jobs involving the use or handling of heavy 
tools, equipment, or materials only after deter- 
mination of their physical ability to perform the 
work. Where it is possible to lighten or split 
the work load, workers with less physical 
strength may be used." 

Many jobs and processes demand from the 
operators a high degree of both physical com- 
petence and job skill as a protection to their 
own safety and that of their fellow workers.’ 
No worker should be assigned to such a job or 
process without undergoing a thorough medical 
examination to determine his physical fitness and 
no “rusty” or “green” worker should be assigned 
before receiving complete training in safe and 
efficient work practice. 

Seating Facilities—Alternate sitting and 
standing leads to greater efficiency in muscular 
work. Chairs should be provided on jobs where 
employees can work in a sitting position. This 
is particularly important where women are em- 
ployed. Where the height of the seat requires 
foot rests, they should be provided and should 


1, For information on special problems of women workers 
and on jobs suitable for women, consult the Women’s 
Bureau, U. S. Department of Labor, Washington, D. C 
For information on the mandatory and advisory standards 
issued under the Fair Labor Standards Act for hazardous 
occupations for minors under 18, consult the Children’s 
Bureau, U. S. Department of Labor, or the nearest field 
visions, S. Department of Labor. Your State labor 
department can provide information on State standards 
for women and children. 


office a Wage and Hour and Public Contracts Di- 
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be high enough to permit the angle of the seated 
employee’s thighs to trunk to be less than 90 
degrees. Where constant seating is not feasible 
but where the nature or the pace of the work 
permits an employee to sit periodically, chairs 
should be provided, one seat to three workers 


being advisable. 


Control of Excessive Nowse.—Excessive noise 
— a nerve hazard — causes loss of efficiency and 
should be controlled. Control can be obtained 
by (a) isolation — the enclosing of noisy ma- 
chines and processes, (b) insulation — for ex- 
ample, placing vibrating machines on damping 
pads, (c) the use of sound-absorbing material 
on walls and ceilings, (d) maintenance of ma- 
chines to prevent noise from loose-running or 
improperly adjusted equipment, and (e) main- 
tenance of floor surfaces to* minimize noise 
created by trucks. 


PERSONAL PROTECTIVE EQUIPMENT 


Respiratory Devices.—Respiratory protective 
devices should not be considered substitutes for 
enclosing or exhausting processes which generate 
hazardous substances because, regardless of how 
effective or well designed, they interfere with 
normal freedom of breathing, are frequently 
hot and uncomfortable, and tend to slow pro- 
duction. They should be provided for employees 
temporarily exposed to dangerous quantities of 
dusts, fumes, gases, or vapors. All such devices 
should bear the approval of the U. S. Bureau of 
Mines. 


Eye Protection—Workers exposed to flying 
objects, splashing corrosive substances, harmful 
light rays, heat or glare, should be provided eye 
protection. This may be afforded by special 
shields attached to the machine, or by goggles, 
spectacles or face shields worn by the worker. 
Lenses should be in accordance with the specifi- 
cations of the “American Standard” Code for 
the Protection of Head, Eyes, and Respiratory 
Organs and be chosen with a view to the specific 
hazard in question. They should be hardened 
for protection against flying objects, or be of the 
proper absorptive type for protection against 
harmful rays. Goggles should be selected to 
meet particular hazards and should be individ- 
ually fitted to assure comfort. 


Protective Clothing —Employees working with 
chemicals or molten metals, or engaged in heavy 
fabrication work, or welding, etc., should be 
provided with appropriate protective clothing. 
Safety clothing (which should not be confused 
with “uniforms”) consists of such articles as 
hard hats, gloves, mittens, leggings, aprons, and 
rubber boots. Hard-toed shoes should be made 
easily available. Where women are employed, 
protective clothing should be adapted to their 
needs. 
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PERSONAL SERVICE CONVENIENCES 


The following standards are minima for health 
and efficiency. Many industrial establishments 
have found that installations in excess of these 
standards are sound business, reducing the 
amount of time spent by workers in waiting their 
turn. 

Drinking Water—Workers should be ade- 
quately supplied with cool, clean, safe drinking 
water, taken from sources approved by local 
health authorities. The water temperature 
should be not lower than 40° nor higher than 
80°. Where the process offers excessive heat ex- 
posure or the work is physically strenuous, the 
water temperature should be relatively high, and 
it may be well (under medical advice) to pro- 
vide salt tablets. Ice used in cooling should not 
come in contact with the water. Water should 
be dispensed either through angle jet, sanitary 
drinking fountains, or by means of individual 
cups which are disposed of after being used 
once, Angle jet fountains should be constructed 
in accordance with the American Standards As- 
sociation’s specifications for drinking fountains 
(24.2). The common drinking cup and con- 
tainers from which the water is dipped or poured 
should not be permitted. There should be at 
least one water dispenser for each 30 employees 
in hot or strenuous employments; for each 50 
employees in other types of work. 

Toilet Facilities—Separate toilet facilities 
should be maintained for each sex. Toilets 
should be convenient to, but entirely separate 
from, workrooms. They should be well lighted 
and well ventilated. Floors, seats, and urinals 
should be of impervious materials and scrubbed 
daily with soap and hot water and disinfectants. 
There should be at least one individual urinal 
or 2 feet of slab urinal for every 50 male work- 
ers employed. The ratio of toilets to the number 
of persons of each sex should be in accordance 
with the following table: 

Minimum 


number of 


Number of persons facilities 
1 


5 
Over 100—1 for each additional 30 persons. 
Washing Facilities—Separate washrooms 


should be maintained for each sex. At least one 
basin with hot and cold running water, or 2 feet 
of trough should be provided for every 10 em- 
ployees up to 100; 1 extra for every 15 workers 
m excess of 100. Troughs should be unplugged 
so that all washing will be done in running 
spigot water. Troughs should have hot and cold 
water spigots to every 2 feet of length, or as a 
substitute, perforated pipe conveying tempered 
water, installed at a height of 18 to 24 inches 
above trough edge. When workers are exposed 
to skin contamination from poisonous, infectious, 
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or irritating materials, there should be one show- 
er with hot and cold water delivered through a 
mixing valve for every eight to ten workers. 
Mild soap, in suitable containers, and individual 
towels, either cloth or paper, should be provided. 
If general washing facilities are not convenient 
to toilets, at least one wash basin should be pro- 
vided in, or adjacent to, each toilet room. Wash- 
rooms should always be kept in sanitary condi- 
tion. 

Dressing Rooms.—In all places of employ- 
ment where it is good shop practice or necessary 
for employees to change from street to work 
clothes, separate dressing rooms equipped with 
lockers or other containers should be provided 
for each sex. Two-compartment lockers — one 
for street clothes, the other for work clothes — 
should be provided for employees whose clothes 
are exposed to dusts, fumes, or contamination 
with poisonous or irritating material. Dressing 
rooms for such employees should be located ad- 
jacent to shower facilities. In the absence of 
mechanical ventilation, lockers should be pro- 
vided with perforated metal tops and bottoms, 
and fluted or perforated metal doors. Where, be- 
cause of war shortages, it is impossible to obtain 
lockers, it is suggested that 18” by 24” wire 
baskets, which may be lowered and raised out of 
reach by a pulley cord that can be padlocked to 
a floor or wall ring, may provide a practical sub- 
stitute. All dressing rooms should be main- 
tained in a sanitary condition. 

Rest Rooms.—Rest rooms separate from work- 
rooms should be provided in all workplaces where 
10 or more women are employed, with at least 
some screened-off facility available in places em- 
ploying less than 10 women. A rest room for 
10 women should have at least 60 square feet of 
space, with an additional 2 square feet of floor 
space for each additional female employee. At 
least one couch or bed should be provided in 
every place where between 10 and 100 women 
are employed; 2 where 100 to 250 are employed ; 
and 1 additional couch for each 250 additional 
women in excess of 250. 


EATING FACILITIES 


The importance of adequate eating facilities 
cannot be overstressed. Every effort should be 
made to provide them for employees on every 
shift. Experience shows that such facilities lo- 
cated on plant property make for a better type of 
diet than is generally possible where the workers 
either “eat out” or bring lunches, and are help- 
ful in reducing accident and absentee rates. The 
importance of mid-shift eating facilities has in- 
creased with the unbalanced war diet which re- 
sults from local food shortages and inadequate 
shopping time. A good hot meal at the plant 
often constitutes the workers’ major source of 
nourishment Technical advice on in-plant feed- 
ing and nutrition is available through the Food 
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Distribution Administration. Both the Office 
of Price Administration and the War Produc- 
tion Board are cooperating with employers in 
making such facilities available to workers, the 
former through allowances of meat and other 
rationed items to plant commissaries, and the 
latter through allocations of materials and equip- 
ment for installing the necessary facilities. 

Eating facilities may be provided to serve reg- 
ular mid-shift meals, or simply to make available 
between-meal snacks. Facilities for main meals 
should be separate from the workrooms. Where 
possible, washrooms should be conveniently lo- 
cated so that workers can wash up prior to eat- 
ing. Where a central dining room or cafeteria is 
impracticable and workrooms do not offer toxic 
exposures, the food may be brought to the work- 
ers by means of “rolling cafeterias” — combina- 
tion trucks which carry hot and cold foods from 
a central kitchen to points throughout the plant. 
These trucks make possible the serving of hot 
and nourishing meals in a minimum of time and 
space. A smaller, mobile “snack” truck is use- 
ful in making available between-meal snacks of 
hot drinks, milk, sandwiches, and ice cream. 
Where lunches and snacks are served in work- 
rooms, employees should be encouraged to wash 
up before lunch or snack time. No meals should 
be served or eaten where poisonous fumes or 
dusts exist. 

SAFETY SELF-APPRAISAL FORM FOR 

MANAGEMENT 

The United States Department of Labor, Di- 
vision of Labor Standards, in Special Bulletin 
No. 13, lists in the following concise form a 
check-list for management to determine its rat- 
ing in the handling of safety measures. 
Management Leadership— 

1. Do we assume leadership in accident pre- 
vention by: 

a. Carefully going over accident records ? 

b. Including safety on the agenda at man- 
agement conferences ? 

c. Signing directives to supervisors or safety 
messages to workers ? 

d. Training foremen in safety ? 

e. Disciplining supervisors who fail in their 
safety responsibilities ? 

f. Employing a qualified plant safety direc- 
tor and giving him adequate authority ? 

Accident Reporting and Analysis—- 

1. Do we keep more detailed accident records 
than those required under workmen’s compensa- 
tion, including information on sources and 
causes? Are they used as a basis for prevention 
in: 

. Rule books? 

. Special inspections ? 

. Safety meetings? 

. A worker-training and education pro- 
gram? 
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2. Do we compile accident frequency rates on 
a monthly basis? (The frequency rate is com- 
puted by multiplying the number of disabling 
work injuries by a million and then dividing by 
the number of man-hours worked by the group.) 
Elimination of Environmental Hazards— 

1. Are safety measures a part of blueprints for 
new buildings and processes ? 

2. Is all machinery and equipment properly 
safeguarded when purchased ? 

3. Is every machine guarded according to 
State codes, American Standards Association 
codes, or higher standards ? 

4. Are frequent checks made on illumination, 
temperature, humidity, and air change? 

5. Are sanitary facilities and washrooms ade- 
quate and kept sanitary by a regular mainte- 
nance schedule ? 

6. Are aisles marked and storage facilities pro- 
vided for good housekeeping, with a place for 
everything and everything in its place? 

%. Does the safety director or committee make 
inspections of every shop, storage space, and 
operation at least monthly towards preventing all 
accident and fire hazards ? 

First-aid Facilities.— 

1. Do workers on all shifts have conveniently 
located first-aid facilities and personnel ? 

2. Do supervisors require first-aid treatment 
for all injuries, no matter how slight? 

3. Do first-aid personnel keep accurate rec- 
ords? Does the safety director or committee use 
these records to investigate locations or opera- 
tions that are frequent sources of illness or in- 
jury? 

Safety Committees.— 

1. Have workers and supervisors been brought 
into the safety program through safety commit- 
tees, meeting at regular intervals, with timely 
subjects for discussion ? 

2. Do foremen hold safety meetings for their 
workers at least monthly ? 

3. Are the suggestions of safety committees 
acted upon quickly ? 

Employee Safety Education and Training.— 

1. Is instruction in safe work practice in- 
cluded in job training ? 

2. Does job induction program include: 

a. Instruction on hazards of the job? 

b. Instruction on the use of safety equip- 
ment and devices ? 

c. Safety rule books ? 





AMERICAN COLLEGE OF SURGEONS 
SURVEY OF MEDICAL SERVICES 
IN INDUSTRY 
The December, 1943 Bulletin of the American 
College of Surgeons presents a report including 
the list of medical services in industry approved 
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by the College as of that date. The following 
data are taken from that Bulletin: 


“Approval is granted on the basis of compliance 
with the Minimum Standard for Medical Service in 
Industry formulated by the American College of Sur- 
geons. A Certificate of Approval is granted to an in- 
dustrial establishment in which the medical organiza- 
tion and service are fully approved and are of such a 
nature as to give reasonable assurance of continued 
compliance with the Minimum Standard. The ap- 
proval that is granted to medical services in industry 
does not imply, tacitly or otherwise, approval of serv- 
ices of employee associations, with or without em- 
ployers’ aid, that are designed for the treatment of 
nonindustrial injuries or illnesses. 

“The need for better organization and service in 
caring for the ill and injured in industry and for the 
elimination or control of industrial health hazards was 
early recognized by the American College of Surgeons. 
In 1926 a Committee on Industrial Medicine and 
Traumatic Surgery, which consisted of representatives 
of the College, of medical departments of insurance 
carriers, and of other industrial organizations, was 
appointed for the purpose of studying and, if at all 
possible, improving this situation. 

“Based upon experience and the findings of direct 
investigations the Committee on Industrial Medicine 
and Traumatic Surgery formulated a Minimum Stand- 
ard for Medical Service in Industry which is applicable 
to all industrial organizations regardless of their size. 
Acceptance and maintenance of the Minimum Standard 
in its true spirit is entirely voluntary on the part of an 
industrial organization. However, since the essential 
features of an adequate industrial medical and surgical 
service are embodied in the Minimum Standard, it is 
readily apparent that compliance therewith will be to 
the advantage of both employer and employee. 

“The practical application of this Standard was be- 
gun by the College in 1931 by making personal sur- 
veys of industrial medical services on a nationwide 
basis and the first list of approved medical services 
was published in 1933. To date, 1,849 different in- 
dustrial establishments representing over 5,000,000 em- 
ployees have been surveyed, of which number 1,101, 
or 59 per cent, have been fully or provisionally ap- 
proved. Many of these establishments have been 
resurveyed one or more times. 

“At the annual meeting of the Board of Regents of 
the American College of Surgeons held in the latter 
part of each year, public announcement is made of the 
approved medical services in industry and the list is 
published. It is realized that there are medical serv- 
ices recently organized and others that are worthy of 
recognition but of which time has not yet permitted a 


Many requests for information and surveys 
are received by the College with which there is com- 
pliance without expense to industry. The surveys are 
arranged, of course, in as orderly a procedure as 
possible to include a large group of industrial organ- 
izations in a region, state or province in order to reduce 
expense and duplication of travel. 


survey. 


WORKING PRINCIPLES OF AN ADEQUATE 
INDUSTRIAL MEDICAL SERVICE 


“It is realized that small industrial organizations or 
Plants do not require as extensive medical facilities 
as do the larger ones. Nevertheless, the principle im- 
Plied in the Minimum Standard for Medical Service in 
Industry applies to both large and small plants. The 
type of medical department and the scope of the service 
may be adjusted to meet the needs of the establishment, 
but in general an adequate industrial medical service 
Tequires that the following provisions be made in order 
to render the best service: 

_ 1. A definitely organized plan for the medical serv- 
ice, 
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2. A definitely designated staff of qualified phy- 
sicians, surgeons and attendants — with one physician 
in charge of the service. 

3. Adequate emergency, 
facilities. 

4. Preplacement and periodic physical examinations 
— to be made only by qualified medical examiners. 

5. Efficient care of all industrial injuries and oc- 
cupational diseases. 

6. Reasonable first aid and advice for employees 
suffering from nonindustrial injuries and _ illnesses 
while on duty. For further professional care such 
employees should be referred to their own private or 
family physicians. 

7. Education of the employee in accident prevention 
and personal hygiene. 

8. Elimination or control of all health hazards. 

9. Adequate medical records including physical ex- 
amination records, accessibly filed in the medical de- 
partment under responsible medical supervision. Sta- 
tistical summaries and analyses of the injury and ill- 
ness experience should be made periodically. 

10. Supervision of plant sanitation and all health 
measures for employees by the physician or surgeon 
in charge. 

11. An ethical and co-operative relationship with the 
family physician. 

12. The use of hospitals approved by the American 
College of Surgeons.” 


dispensary and _ hospital 





EMPLOYMENT OF THE HANDICAPPED 


With further reference to the important sub- 
ject of employing handicapped workers, concern- 
ing which our section was devoted in last 
month’s issue, the following true incidents of 
“human interest” are illuminating. 


CASE 1—A totally blind worker at the Caterpillar 
Tractor Company in Peoria performs the unique job 
of sorting goggle lenses by color. In order to deter- 
mine which color glass should go into which goggle, 
he holds the lense in the fingers of his left hand and 
passes his hand over a small light bulb. If he gets 
immediate transmission of heat through the glass he 
knows that it is clear. If the transmission is delayed 
for an almost imperceptable length of time he knows 
that the lens is colored amber and if the transmission 
of heat is delayed for a slightly longer period of time 
he knows that the lense is dark in color. Thus we 
see the results of a specialized job of placement. 


CASE 2—A certain Illinois manufacturer is utiliz- 
ing totally blind persons to sort sheets of mica into 
their different thickness classifications. This job pre- 
viously had been done by sighted persons who had to 
use calipers in order to determine the proper thick- 
nesses. Blind persons now do the same work and 
have stepped up production over 75% as compared 
to sighted persons. Movement does not detract their 
attention from their work, they do not handle an in- 
strument, and they are utilizing both hands in feeling 
thicknesses of the mica sheets. Another example of 
good specialized placement. 

CASE 3—Employment managers smiled rather 
skeptically when they were told that under certain 
conditions one-armed persons could perform more 
work or a greater number of operations than could 
two-armed persons. However, their smiles of skep- 
ticism changed to decided nods of approval when it 
was demonstrated to them that a one-armed person 
on an inspection job would reach over, pick up the 
article to be inspected, inspect it visually, and then 
place it in the proper recepticle as compared to a 
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two-armed person picking up the article with, let us 
say, the left hand, transferring the item to the right 
hand and then continuing the inspection procedure. 
In eliminating the one operation of transfering from 
right hand to left hand it was found that production 
was stepped up by sixty to seventy more pieces per 
hour. As a result the two-armed persons who pre- 
viously had done this work were learning other jobs 
where two arms were necessary. 


CASE 4—Another Illinois manufacturer is utilizing 
approximately 40 one-armed persons to pull levers or 
perform other operations requiring the use of only 
one arm. In this manner two-armed persons are 
freed to perform jobs requiring full use of two arms. 


CASE 5—In a large boiler factory where it is 
necessary for one person to be inside the boiler during 
an air hammer riveting process, persons with normal 
hearing were unable to work. This difficulty was 
overcome by employing totally deaf persons who, of 
course, did not experience the discomfort caused by 
the sound involved in the operation. 


CASE 6—We have a number of instances on record 
in which persons of small stature were eagerly em- 
ployed so that they might perform work in cramped 
situations, as for example some of the aircrafts where 
riveting or bolting operations inside of wings or 
cramped fuselage structures was involved. 





THE BRITISH JOURNAL OF INDUSTRIAL 
MEDICINE* 


The British Medical Journal announces the publica- 
tion commencing next January of an addition to the 
specialist journals published by the British Medical 
Association — the British Journal of Industrial Med- 
icine. The project has often been discussed in recent 
years, and the final stimulus to action came in the 
shape of a formal request to the British Medical As- 
sociation from the Association of Industrial Medical 
Officers. An editorial board was formed, and it was 


“Journal of the A.M.A., Dec. 11, 1943. 
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intended that Sir Henry Bashford, chief medical of- 
ficer of the post office, would be editor in chief, but his 
recent appointment as medical adviser to the treasury 
prevents this. It is anticipated that Dr. Donald Hunter 
of the London Hospital will take his place. The other 
editors will be Dr. A. J. Amor, Dr. M. W. Goldblatt, 
Dr. D. C. Norris, Dr. Donald Stewart and Mr. R. W, 
Watson-Jones, a surgeon. The British Medical Jour- 
nal says that since 1939 the country has been over- 
whelmingly conscious of the extent to which it owes its 
safety to the health of the worker in industry. In- 
dustrial medicine is not just industrial toxicology; in 
fact, this is but a small part of it. A whole range of 
problems face the worker, the management and the 
doctor — the effect on the worker and his work of 
temperature and humidity, of the intensity and direc- 
tion of illumination, of posture and change of posture, 
of rest pauses and recreation, of washing facilities, of 
canteens and of an efficient accident service. There are 
also the important psychologic problems of monotony, 
relations between foreman and worker, selection of 
work and so on. From industrial medicine a steady 
flow of observation and research is hoped for, and 
much of this should find an outlet in the British Jour- 
nal of Industrial Medicine. 





POST-GRADUATE COURSE IN _ INDUS- 
TRIAL MEDICINE AND HYGIENE 


Forty-two members enrolled for the Post- 
Graduate Course in Industrial Medicine and 
Hygiene at the University of Illinois College of 
Medicine, at the first session which began on 
January 4, 1944. This course is sponsored by 
the Committees on Industrial Health of Illh- 
nois State Medical Society and the Chicago 
Medical Society and is under the direction of 
the Division of Industrial Hygiene of the Illi- 
nois State Department of Public Health and the 
University of Illinois College of Medicine. The 
twelve weekly meetings will extend to March 28, 
being held each Tuesday evening at 7 P.M. 





A man moved to a new boarding-house. After 
a week, he confessed to a fellow boarder that he 
could never remember the landlady’s name. Said 
the other, “That’s easy. Her name is Womack. 
Rhyme it with stomach. Here’s where you get 
your stomach fed. Womack stomach.” 


The new boarder was grateful and the next 
morning when he came down to breakfast, he 
called out cheerily, “Good morning, Mrs. Kelly.” 

—Eleanor M. Garrett. 





Case finding in tuberculosis has recently been un- 
dertaken on a stupendous scale. Careful estimates 
based on actual findings to date indicate that by the 
end of this year approximately 25,000 persons will 
kave been diagnosed as in need of hospitalization who 
in ordinary times would not have been suspected of 


having tuberculosis. The armed forces are expected 
to include more than eleven million men by the end of 
1943, all of whom will have been X-rayed except the 
first few hundred thousand inducted. The U. S. Public 
Health Service is carrying on an intensive case-finding 
campaign among certain groups of workers, which has 
been supplemented by local and state health agencies. 
Most of these newly found cases are asymptomatic; 
probably only a few have a history of contact or have 
ever been examined previously. 

These estimates point to the need for greatly in- 
creased sanatorium facilities. For some time sanatoria 
have been closing wards and curtailing activities be- 
cause of the lack of trained personnel. The mere effort 
to keep these hosiptals going in accordance with ac- 
ceptable standards represents a serious undertaking. 
When to this is added the urgent need for greatly in- 
creased facilities, the responsibility indeed becomes 
tremendous. Mary Dempsey, Am. Rev. of Tb., July, 
1943. 
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POST-GRADUATE CONFERENCE 

The Post-Graduate Committee of the Illinois 
State Medical Society in cooperation with the 
officers of Marion County Medical Society are 
making plans for a Post-Graduate Conference 
to be held at Centralia, the afternoon and 
evening of March 22nd. This meeting is for 
doctors of the southern section of the state and 
a most interesting program has been planned. 

Subjects to be covered will be “Discriminate 
Use of the Sulfonamides,” “Blood Dyscrasias,” 
“Surgical Conditions of the Abdomen,” “The 
Endocrines” and the Navy Public Relations is 
sending two talking movies on “Full Speed 
Ahead” and “Navy Men of Medicine.” 

It is hoped that doctors will make plans now 
to attend this very special meeting. 





The War Department has just announced that 
Charles Bernard Puestow was recently promoted 
from lieutenant colonel to colonel. 





Lt. Col. Leon L. Gardner, Medical Corps, has 
been designated executive officer of Gardiner 
General Hospital, 1660 East Hyde Park Blvd., 
Chicago. Col. Gardner recently returned from 
overseas service in India where he was command- 
ing officer of an evacuation hospital unit: He 
has also served as assistant to the surgeon gen- 
eral and on the general staff of the War De- 
partment. He succeeds Lt. Col. W. R. Swan- 
son as executive officer of Gardiner General 
Hospital. 





The first Charles L. Mayer Award of $2,000, 
administered by the National Science Fund of 
the National Academy of Sciences, was presented 


to Dr. Charles B. Huggins, Professor of Surgery 
at the University of Chicago, “for the most out- 
standing contribution during 1942 to present- 
day knowledge of factors affecting the growth 
of animal, cells with particular references to 
human cancer.” Dr. Huggins won the award 
for his discovery that victims of cancer of the 
prostate can be considerably relieved and in 
some cases restored to health, at least tem- 
porarily, either by surgical removal of the male 
glands or by the administration of female sex 
hormones. 





Anton Julius Carlson, noted physiologist and 
professor emeritus of the University of Chicago, 
has been elected President of the American As- 
sociation for the Advancement of Science. Dr. 
Carlson served as a lieutenant colonel under 
Herbert Hoover in feeding European victims 
of the first World War. 





In writing to the Journal to give his complete 
address, Capt. Adolph Gilula tells of his pro- 
motion and the fact that he certainly ddes 
“appreciate receiving the Journal regularly.” 
Formerly in Cook County, Capt. Gilula has been 
in service since December, 1942. 





Col. Manfred U. Prescott. formerly of San 
Francisco, has been appointed post surgeon and 
senior medical officer at the Scott Field (Illi- 
nois) Army Air Forces Training Command 
radio school. Dr. Prescott graduated from the 
University of Illinois College of Medicine in 
1923, practiced medicine in Chicago and taught 
anatomy and surgery at the University of Illi- 
nois. He joined the medical reserve as a lieu- 
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tenant in 1925 and was promoted to captain in 
1929 and to major in 1935. He was called to 
active duty with the Army in June 1941 with the 
rank of lieutenant colonel. 





Detlev W. Bronk, Johnson Professor of Bio- 
physics, and Director, Eldridge Reeves Johnson 
. Foundation for Medical Physics, University of 
Pennsylvania School of Medicine presented the 
Second Walter Wile Hamburger Memorial Lec- 
ture before the Institute of Medicine on Jan- 
uary 28th. This was an illustrated lecture on 
“Cardiovascular Problems in Military Aviation.” 





COMING MEETINGS 
February 15 — Macon County Medical Society 
— Decatur — Evening, L. F. Weber, “In- 
dustrial Dermatoses” and Arkell M. Vaughn, 
“Surgical Treatment of Varicose Veins.” 
February 16 — DuPage County Medical So- 
ciety — Elmhurst Hospital — Evening, Harry 
L. Huber — “Allergy, What Is It?” 
February 17 — Marion County Medical Society 


— Centralia — Evening, Julius Jensen of St. 
Louis, “Recent Advances and Modern Concept 
Regarding Hypertension.” 
February 18 — Will-Grundy County Medical 
Joliet — Noon. 


Society 
February 25 — Will-Grundy County Medical 
Society — Joliet — Noon — Samuel J. Fogel- 
son, “Gastro-Duodenal Ulcerative Disease.” 
February 25 — Staff Sherman Hospital — Elgin 
— Noon, Arthur R. Colwell, “Diabetes.” 
February 28 — 210th Regular meeting of The 
Chicago Society of Internal Medicine, Drake 
Hotel, 8:00 P. M. 
William A. Thomas and James Herbert Mit- 
chell, “Histoplasmosis Report of a Case with 
Multiple Cutaneous Lesions.” 
N.S. Davis ITI, “The Role of Nutrition in the 
Etiology and Treatment of Hypertensive Car- 
diovascular-Renal Disease.” 
S. W. McArthur and Howard Wakefield, “Ob- 
servations on the Human Electrocardiogram 
Made During Experimental Distension of the 
Gallbladder.” 
Merch 14 — Kankakee County Medical Society 
-— Kankakee — Evening, Leon Unger, “Al- 
lergies, Hay Fever and Asthma.” 
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MARRIAGES 


E. THomMas Branp, Woodstock, IIl., to Mrs. Martha 
H. Brigham of Seneca, November 26, 1943. 





DEATHS 


Sapie Bay Apair, Chicago; John A. Creighton Med- 
ical School, Omaha, 1902. Held office as president 
of the American Medical Women’s Association and 
edited its official bulletin for 25 years. Had practiced 
medicine in Chicago more than 40 years. Died Jan- 
uary 16, 1944 at the age of 75. 


BERTRAM Rosert BEERS, Evanston, retired; Univer- 
sity of Illinois College of Medicine, 1908. Died Jan- 
uary 5, 1944 at the age of 62. 


Wa ter H. BuHLic, Chicago; Northwestern Uni- 
versity Medical School, 1903. Chief of medical staff at 
the Evangelical Hospital since its opening in 1910. 
Captain in the Medical Corps in World War I. Died 
January 15, 1944 at the age of 67. 


Preston O. Carrico, Ashmore; Medical College of 
Indiana, Indianapolis, 1891. Had practiced medicine 
53 years. Died December 31, 1943 at the age of 82. 


GrorGE HENRY CLEVELAND, Glencoe, retired; Uni- 
versity of Michigan Medical School, 1882. Died De- 
cember 19, 1943 at the age of 81. 


CorNELIUS GUNDERSON, Chicago; University of Illi- 
nois College of Physicians and Surgeons, 1904. Former 
president and on staff of the Norwegian-American 
Hospital., Died January 17, 1944 at the age of 70. 


LutTHER ANDERSON HeEpcEs, Watseka; Chicago Col- 
lege of Medicine and Surgery, 1909. Served on 
staffs of Kankakee State Hospital and the Iroquois 
Hospital. Died November 15, 1943 at the age of 68. 


WiL1AM D. HENpbeErRSON, Hamilton, retired; Starling 
Medical College, Columbus, Ohio, 1878. Had _ prac- 
ticed medicine at Biggsville for 64 years. Died De- 
cember 17, 1943 at the age of 90. 


THERESA JENNINGS, Streator; Dunham Medical Col- 
lege, Chicago, 1901. Died January 6, 1944 at the 
age of 76. 


Rosert M. LAEMLE, Chicago; Rush Medical Col- 
lege, 1933. Instructor in obstetrics and gynecology at 
University of Illinois College of Medicine; associate 
obstetrician at Chicago Maternity Center. Died Jan- 
uary 1, 1944 at the age of 40. 


ArpsLey H. McLauGuHiin, Aurora; Eclectic Med- 
ical College, Cincinnati, 1890. Practiced medicine in 
Aurora for 54 years. Died January 13, 1944 at the 
age of 75. 


Cart Francis ScHAus, Chicago; Loyola University 
School of Medicine, 1929. Associate clinical professor 
of ophthalmology and chairman of the department of 
ophthalmology at Loyola University School of Med- 
icine and a member of the American Academy of 
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Ophthalmologists. Died January 7, 1944 at the age 


of 40. 


Francis SULLIVAN, Kankakee; Rush Medical Col- 
lege, 1897. Was staff physician at the Kankakee state 
hospital for 35 years. Died of a cerebral hemorrhage, 
December 17, 1943 at the age of 66. 


Jay CLaupE Simmons, Canton; University of IIli- 
nois College of Medicine, 1906. Had practiced medicine 
in Canton for 22 years. Died of a heart attack on 
December 22, 1943 at the age of 65. 


OrLanpo G. Taytor, Palestine; University of Illinois 
College of Medicine, 1893. Practiced medicine in 
Palestine for 50 years. Died December 30, 1943 at 
the age of 80. 


RALPH RANDOLPH TRUEBLOOD, Lawrenceville; Hos- 
pital College of Medicine, Louisville, Kentucky, 1896. 
Was examining physician of the Indian Refining Com- 
pany and for many years company physician for the 
Baltimore & Ohio and Big Four Railroads. Died 
suddenly of a heart attack January 6, 1944 at the age 
of 69. 


Louis Emit WepeL, East St. Louis, retired; Barnes 
Medical College, St. Louis, 1909. Veteran of the 
Spanish-American War. Died December 16, 1943 at 
the age of 64. 





SAYS MEDICAL REVOLUTION IS NOT 
NEEDED TO REMEDY MALDISTRI- 
BUTION OF DOCTORS 


The maldistribution of physicians during the 
next few years, indicated in a survey made re- 
cently by two officers of the United States Pub- 
blic Health Service, need not necessarily require 
a revolution in medical education or practice for 
its correction, The Journal of the American 
Medical Association for January 15 says, adding 
that improved hospital and laboratory facilities 
may produce the desired salutary effect. The 
Journal says: 


“The effect of the war on the distribution of 
physicians has recently been discussed by G. St. 
J. Perrott and B. M. Davis. These investigators 
of the United States Public Health Service re- 
port a survey of the changes in the medical man- 
power picture. Moreover, they attempt an es- 
timate of the changes to take place during the 
next few years. 


“The war has withdrawn about one third of 
the active practitioners of medicine in the United 
States. The rate of decrease in the number of 
civilian physicians from Jan. 1, 1942 to the 
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present time has been precipitous. There were 
more than 130,000 active private practitioners 
on Jan. 1, 1942; there will be only about 85,000 
at the end of 1943. The recruiting of practicing 
physicians has already diminished greatly; the 
armed forces will obtain additional medical offi- 
cers from among the graduating medical stu- 
dents. The services expect to take 80 per cent 
of all medical graduates; the number entering 
civilian practice will no longer fully replace those 
who die or retire. Consequently Perrott and 
Davis predict an annual net loss of about 2,100 
for the period following Jan. 1, 1944. 


“The rate of attrition, the authors predict, 
will tend to be most severe in the states which 
were medically poor before the war; these states 
generally have a high proportion of older grad- 
uates and receive an unduly low proportion of 
new medical graduates. New York, with about 
10 per cent of the country’s population, receives 
nearly 18 per cent of the new physicians; Ala- 
bama, with about 2 per cent of the population, 
receives but one third of 1 per cent. Twenty- 
eight states with a combined population of 54,- 
500,000 are expected to have more than 1,500 
persons per physicians by Jan. 1, 1944, and seven 
of these states, with 13,500,000 population, will 
have more than 2,000. During the past twenty 
years there has been a trend for the states rich 
in physicians to become richer and for the states 
poor in physicians to become poorer, largely be- 
cause of the preference of new graduates to lo- 
cate in the states which most encourage medical 
practice. 


“The analysis by these officers of the United 
States Public Health Service serves to indicate 
certain aspects of the distribution of physicians, 
to which attention may well be directed in post- 
war planning for medical services. The situation 
described need not necessarily demand a revo- 
lution in medical education or medical practice 
for its correction. Improvement in the supply 
of hospital and laboratory facilities may prompt- 
ly have a salutary effect.” 





(A huge fee (for an operation) was men- 
tioned.) “Ah, well, then,” said Oscar, I suppose 
that I shall have to die beyond my means.”— 
R. H. Sherard, Life of Oscar Wilde. 
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The Jocular Jingles of C. G. F. 
by 
Chars C. Farnum M8. D. 
Porta, Gl 











FLU 


When your head feels as big as some freak whirligig 
And you hurt from your dome to your toes; 
When you ache down your back and you feel your 
bones crack 
And hot water leaks out of your nose; 
When with fever you burn and you tumble and turn 
And the whole world has gone all askew; 
When you shiver and freeze and you blow and you 
sneeze, 
It is fearful and tearful old flu. 


When you larynx is rough and your pharynx’s a 
slough, 
You're consumed by a horrible thirst, 
You complain and repine at the chills up your spine, 
For you feel like a soul that’s accurst. 
You've a horrible cough that you cannot shake off 
And they fill you with grandmother's brew; 
You've a sinus that throbs and the bed’s full of 
knobs, 
It is sickening, strickening flu. 


Your poor head is abuzz, you've a tongue coating 
fuzz, ; 
Your old heart, how it goes pit-a-pat! 
You still shiver and freeze and are wobbly in knees, 
You're as weak as a sick alley cat. 
You don’t care to talk and you scarcely can walk, 
And you look at yourself in review, 
Since you have no more pep, you must still watch 
your step; 
‘Twas depleting, maltreating old flu. 


1 1 
FROZEN CALVES 


I shivered near a high school, 
Saw maidens hasten past 

And most of them wore anklets 
In spite of wintry blast. 


I think the S. P. O. A. should 

Not do its stuff by halves 

And start a movement to protect, 
Those poor half frozen calves. 
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I wish I were a druggist, a barber or a clerk 

So I could stay in doors and do my daily round of | 
work 4 

Instead of going out each day to fight the ice and 
snow 

With temperatures from zero down to 22 below. 


SPARTAN FEMALES 


On a blustering 
winter day 

came an estimable 
young woman 
complaining of 
frequent colds 

and a constant cough. 


Garbed was she 
in a coat 

with voluminous 
fur collar. 

But said coat 

was worn 

widely open 
down to the waist. 


Her blouse 
was sheer 
affording scant 
protection to 
her chest. 


When remonstrated with 
for so exposing 
herself 

in zero weather, 
she replied 

with finality, 

“T dress this way 
so I won't 

catch cold, 

and besides, 

this is the way 
you are supposed 
to wear them.” 


A typical 
example of 
feminine logic — 
argumentation 
would be futile. 


A few evenings 

thereafter 

I saw her ata 

dinner dance. 

The gown 

she wore 

on that 

occasion 

was obviously 

designed to prevent lumbago. 








